
 

 
 

 

 

           
 

First Name: 

 

Last Name: 

Date of Birth: Gender: Address: (Street Name, City, State, Zip Code) 

 

Primary Phone Number: Email Address: 

Person Making Referral: Referral Contact Information: (Phone Number and Agency if Applicable) 

 

Type of Services Needed: (Individual, Marriage, or Family Counseling) Type of Insurance (if applicable): 
 

Tricare           BlueCross Blue Shield           SC Medicaid NON-HMO 

Brief Description of Concerns to Be Addressed in Counseling: (provide additional documents if needed including medical, school, or court records) 

 

________________________________________________________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________________________________________ 

 

________________________________________________________________________________________________________________________________________________________________ 

 

WWW.CAROLINACOUNSELINGCONSULTANTS.COM 

Referral Form  
Please print clearly  

Fax completed form to 803-404-8080  

or scan and email to carolinacounselingconsultants@gmail.com 

 
 

 

 


