
                                      INDIVIDUALIZED BEHAVIORAL SERVICES FOR YOUR CHILD


C L I E N T  I N TA K E  F O R M  
Please fill out the following information and submit this form along 


with the available supporting documents stated below.


Date of Referral: ________________________

REFERRING PHYSICIAN INFORMATION 

Physician’s Name: _______________________________ Practice Name: ___________________________________ 


Phone Number: _______________  Fax Number: ________________ Email: ________________________________


CLIENT’S INFORMATION  

Name: _____________________________________ DOB: ____________ Age: ____________ Gender: ___________


Recipient #: ________________________________ Diagnosis: _________________________ SSN: _____________


PARENT/GUARDIAN CONTACT INFORMATION  

Name: ________________________________ Relationship: _______________________________________________


Phone: ________________________________ Email: ____________________________________________________


Address: _________________________________________________________________________________________


INSURANCE INFORMATION 

Primary Insurance: __________________________________ Policy holder: _________________________________


SUPPORTING DOCUMENTATION CHECKLIST 
Please checkmark the documents submitted with this referral form. 

Thank you for referring your patient to Coral Behavioral Services. 

1490 S. Military Trail, Suite 8, West Palm Beach, FL 33470

(561) 679-0512 (561) 557-9557

info@coralbehavioral.com www.coralbehavioral.com

Diagnosis Assessment/Neurological Assessment 

Individualized Educational Plan (I.E.P.) / Early Steps Evaluation

Physician Assessment with behavioral intervention prescription code and diagnosis

Letter of Necessity

mailto:info@coralbehavioral.com
http://www.coralbehavioral.com

