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MIDWEST ENCOURAGEMENT & COUNSELING CENTER 
220 W 15th St. Kearney, NE 68845 

Phone: 308-236-0500  Fax: 308-237-5225 

REFERRAL FORM 
Date: _________________ 

 
Name: ____________________________________________DOB: _______________________ 

Gender: _______________________________________________________________________ 
Parent/Guardian:___________________________________Phone:_______________________ 

Address:_______________________________________________________________________ 
Email: ________________________________________________________________________ 
Referred by: ___________________________________________________________________ 

 
State ward: N/Y   If Yes: 

Caseworker: __________________________________________Phone:___________________ 
Biological Parent(s): _____________________________________________________________ 

Foster Parent(s):________________________________________________________________ 
 

Name of Insurance: _____________________________________________________________ 
Name of Policy Holder: ______________________________DOB of Insured:________________ 
Employer: _____________________________________________________________________ 

Group# _______________________________Policy # _________________________________ 
 
Diagnosis if known:______________________________________________________________ 

PRESENTING ISSUES:_____________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 
Pertinent Medical Information: ____________________________________________________ 

 

____Client currently has a Psychiatrist/APRN       Psychiatrist Name_______________________ 

____Client needs appointment scheduled with a Psychiatrist ASAP 

NOTES FOR ADMINISTRATIVE USE ONLY                                                       ___Wait list: _______________ 

Requested or preferred clinician:                                                                                                                                
 
 
 
 
 
Date and Time of Intake _______________________________ with_________________________ 
 


