
PO Box 308; Riverside, IA 52327 
info@iowafamilycounseling.com 

P: 641-777-2774       F: 319-333-6098 
 

Provider Referral Form  
Client Demographics: 
Full Legal Name: _________________________________________ 
Preferred Name:__________________________________________ 
Date of Birth: ____________________________________________  
Physical Address: 
________________________________________________________________________________________
_______________________________________________ 
Mailing Address (if different): 
________________________________________________________________________________________ 
Phone Number: ________________________________________ 
Email: ________________________________________________ 
Sex:    • Male     • Female    • Nonbinary (neither, both, or something else) _____________________________  
School Status: • Full Time   • Part Time    • N/A   School Name:  _____________________________________ 
 
#1 Parent/Guardian Name: ______________________________________  
Relationship: _____________________________________________ 

Phone: ____________________________________________ 
Email: _____________________________________________ 
Address (if different): _________________________________________________________________ 

#2 Parent/Guardian Name: ______________________________________ 
Relationship: ______________________________________________ 

Phone: _____________________________________________ 
Email: ______________________________________________ 
Address (if different): _________________________________________________________________ 

#3 Other Name: _______________________________________________  
Relationship: ______________________________________________ 

Phone: _____________________________________________ 
Email: ______________________________________________ 
Address (if different): _________________________________________________________________ 

 
Insurance: 
• Medicaid 

MCO:  • Amerigroup    • Iowa Total Care    • IME/FFS  
State ID: ______________________ 
MCO ID: ______________________ 

• Private Insurance 
Type: ___________________________________________ 
Policy Number: ___________________________________ 
Group Number: ___________________________________ 
Policy Holder: ____________________________________ 
Policy’s Holder’s Date of Birth: _______________________ 

• Private Pay 
 
 
Referred by:​ ________________________________ ​Date:​_____________________________________ 

Updated August 2020 
 


