
ONLINE REFERRAL - Outpatient Counseling 
PHONE: 509-747-8224  |  FAX: 509-747-0609 

IntakeSpokane@lcsnw.org 

Name of client: Date of referral: 

Preferred Language: Ethnicity: Date of Birth: 

Street Address: Gender: Age: 

City: State: Zip: County: 

If client is youth, lives with:   Biological Family ☐     In Home Dependency ☐     Adopted ☐     Foster Care ☐     Other ☐ 

Person making referral: Referral contact phone: 

Agency/relationship to client: Referral contact email: 
Purpose of referral/current needs and concerns: 

Insurance Information 

Insurance(s): ID/group number(s): 

Involved Parents/Caregivers 

Name: Name: 

Address: Address:

Phone: Email: Phone: Email: 

Legal Guardian (Custodial parent, caregiver, social worker, power of attorney, etc.) 

Name: Contact information:

Is there a parenting plan in place:   YES ☐     NO ☐ If yes:  Sole Decision Making ☐     Joint Decision Making ☐

Legal Issues 

Probation: YES☐   NO☐ Diversion: YES☐  NO☐ Protection Order: YES☐  NO☐ Pending Charges: YES☐  NO☐ 

More info:

Education Status 

School: Grade: Attendance:  YES ☐     NO ☐ IEP/504:   YES ☐     NO ☐ 

Primary Care Physician and Medications 

Taking medication:   YES ☐     NO ☐ PCP Name and Clinic: 

Client Phone: Client Phone 2:

Address: 

Directions: Please provide as much information as possible. If you are completing this 
referral for someone else, we will only be able to confirm that we have received the 
referral from you. If you want to find out more information about the status of the 
referral, you will need the client (or legal guardian if they have one) to complete a 
release of information specifically for mental health care. You may attach a release of 
information from your agency if you already have one, or you may have the client/
guardian complete LCSNW's release of information found on the next page.

Contact info:
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