
6 Jefferson Parkway
Suite C

Newnan, GA 30263
Email:    contact@westwindcs.com

(P) 770-919-5400      (F) 770-765-1133

Referral Form

Date:___________________________________

Service Needed:__________________________________ □ Urgent/Crisis   □ Non-Emergency

Referral Source 

Name:_________________________ Company/School:_______________________________

Phone:_________________________ Fax:_________________________

Email:______________________________________________________

Client Information

First Name:____________________________ Last Name:____________________________

Date of Birth:______________ Social Security Number:______________________________

Sex:___________ Gender Identity:____________

Insurance Name and Number:____________________________________________________

Street Address:________________________________________ Suite/Unit #:_____________

City:______________________ State:______________________ Zip Code:_______________

Phone number:_________________________________  □ Cell  □ Home  □ Work

Parent/Guardian 

First Name:____________________________ Last Name:____________________________



Date of Birth:______________ Relationship to Client:________________________________

Street Address:________________________________________ Suite/Unit #:_____________

City:______________________ State:______________________ Zip Code:_______________

Phone number:_________________________________  □ Cell  □ Home  □ Work

Parent/Guardian 

First Name:____________________________ Last Name:____________________________

Date of Birth:______________ Relationship to Client:________________________________

Street Address:________________________________________ Suite/Unit #:_____________

City:______________________ State:______________________ Zip Code:_______________

Phone number:_________________________________  □ Cell  □ Home  □ Work

Reason For the Referral/Concerns: 

Date Received by Westwind Counseling Services: ____________________________


