
 

Mail: 6252 N. Kensington St. McLean, VA 22101-4902   
  Office Hours: 5275 Lee Highway suite 104, Arlington, VA   22207-1619 

phone: (703) 533-7607  -  fax:  (703) 439-2502  -  web:  www.henriettekellum.com  -  e-mail:  h.kellum@verizon.net 

 

 

 

REFERRAL FORM 
 

 

Date of Referral:  ____________ 

 

Person making referral:    ________________________________________ 

 

 Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Agency Affiliation:   _______________________________________ 

 

Name of client:  _________________________________________________ 

 

Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Date of birth:  ____________ 

 

Responsible party if other than client:  _____________________________ 

 

Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Relationship to client:  _____________________________________ 

  

 Guardian        GAL    Power of Attorney  
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Emergency contact if different from above:  _________________________ 

 

Address:  ________________________________________________ 

 

 Phone:   Home:  ______________   Work:  ______________ 

 

Cell:  ___________                            E-mail:  __________________ 

 

 Relationship to client:  _____________________________________ 

 

Client Physician:  ________________________ Phone:  _______________ 

 

Other specialists and phone numbers:  _____________________________ 

 

______________________________________________________________ 

 

Client medical diagnoses:  _______________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

 

Client psychiatric diagnoses:  ____________________________________ 

 

______________________________________________________________ 

 

Current Medications:  __________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

Non prescription medications:____________________________________ 

 

______________________________________________________________ 

 

______________________________________________________________ 

 

Caffeine per day: ____ Cigarettes per day:  ______ Alcohol per day:____ 

 

Allergies:  _____________________________________________________ 
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Service being requested: 

 

Mental health assessment for guardianship:   

 

Mental health assessment for consultation:   

 

Mental health assessment for psychotherapy:   

 

Psychosocial assessment:   

 

Other:  __________________________________________________ 

 

 

Please describe presenting concerns in detail:  _______________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

 

Client’s supports and strengths:  __________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

 

Other comments?  ______________________________________________ 

 

_______________________________________________________________ 

 

_______________________________________________________________ 

 

 

Thank you for this referral.  

 

 Please fax to:  Henriette Kellum LCSW,  Fax#  703 439-2502 

 

Please do not e-mail confidential client information. 


