
  

REFERRAL FORM 

Send referral form via secure email to mwahl@rvcog.org; call 541-423-1372; or fax to 541-664-7927. 
 

 

Date: ______________ 

Referral Information: 

Name: ______________             Address: ___________________ 
     ____________________ 

Phone: ___________________ 
DOB: _____________________ 
 
Referral from:  
 
Name: _____________________                Organization: ______________________________ 

Phone: ___________________________ 

Email: _______________________________ 
 
Pertinent medical information: ___________________________________ 
____________________________________________________________________________________________ 
 
Please complete when possible:  
 
Reason for referral and mental health history: _____________________________________________________ 

____________________________________________________________________________________________ 

Insurance: _______________________________ 

Medications (past and present): _________________________________________________________________ 

____________________________________________________________________________________________ 

Other services already receiving: 

____________________________________________________________________________________________ 
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