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Transfer Form 
 

Please add your information and fax or email this document to info@mindandbodyde.com. 

 

Date:  ______________ 

 

DOB / Age:  ___________ 

 

Client Name:  ____________________________ 

  

Do you have a specific therapist in mind? Yes or No 

 

If Yes, Please Type Name:  ________________________ 

 

If No, what clinical specialty is needed?  Marital   Child   Meds   Other 

 

If other, please describe: ____________________________________ 

 

Relationship to Patient: _____________________________________ 

 

Please explain why this client is being referred. Be specific as possible, such as clinical 
indicators that suggest need for medication, or described family dynamics that warrant 
family member being referred to an adjunct therapist. 

 

Explanation: ______________________________________________ 

_________________________________________________________ 

_________________________________________________________ 
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FOR OFFICE USE ONLY:   
 

Signature of clinician making this referral/transfer. 

 

 

___________________________                         ________________ 
Clinician Signature                                                  Date 

 

 

 
 
 
Please indicate whether coordination of treatment between two providers is needed and list 
names of providers below.   
 
 
Provider 1: ______________________________________________ 
 
 
Provider 2: ______________________________________________ 

 

 


