
 

PRIVATE THERAPY REFERRAL FORM 

Fax 844-833-5610 email : info@wctbehavioral.com or call us 
at 203-518-8218 

 

Client Name: ___________________________ 
Guardian(s): ____________________________  

 

Home Address ________________________________________________________________  

City: _______________________ Zip: _________________ Marital Status: ________________  

Home Phone: _________________________ Cell Phone: ______________________________  

Date of Birth: ____________________ Social Security Number: _________________________  

INSURANCE INFORMATION  

Name of Insurance Company: ____________________________________________________  

Member ID: ___________________ Group #: ____________  

Policy Holder’s Name {Self, Child or Spouse}: ________________________________________  

PRESENTING PROBLEM 
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
____________________________________________________________________________ 

Current and/or Past Providers: ____________________________________________________ 

Prescribed Medications: _________________________________________________________ 
Send form back via Fax 844-833-5610  email : info@wctbehavioral.com 


