
Service Referral Form

 

Date: __________     

Client Information   

Name: ___________________________________  DOB: ________   Pronouns: ______ 

Address: _________________________________   Insurance Type: ________________ 

_________________________________________  _____________________________ 
                                                         
Phone Number: ___________________________    Email: _______________________ 

Referrer Information  

Agency: __________________________________  Name: _______________________ 

Phone Number: ____________________________  Email: _______________________ 

*Servicios ofrecidos en español.  

Remarks: ____________________________________________________________________  

____________________________________________________________________________ 

____________________________________________________________________________ 

Please email or fax referral form (and affidavit if applicable) to: admin@heartsoulnm.com  

Fax: 505-213-0066       Phone: 505-312-0040 

Updated: 12.24

Please Check the Appropriate Services

Service Required Recommended

Individual Outpatient Therapy

Family/Couples Outpatient Therapy

Psychiatric Medication Services 

Comprehensive Community Support Services (enhanced case management)

Intensive Outpatient Services (substance abuse IOP)

Group: Healthy Relationships (Communication/Health/Safety) *8 weeks

Group: Serenity Now (Mood Management; Anxiety/Anger/PTSD) *16 weeks

Group: Understanding Addiction (Use & Abuse) *16 weeks

Group: Maintaining Sobriety (Requires 3 months sobriety) *24 weeks

Group: Parenting (Healthy Parenting; Generational Trauma) *16 weeks

mailto:admin@heartsoulnm.com

