Physician Referral Form To Coastal Haven Counseling
Please Fax One Page Referral Form To: (843) 432-3091
Referring Physician Name:_________________________________
Physician Practice Name: __________________Phone: _________________

Referral Date: ______________________
Client Name: 						_________ 
Client DOB:______________ Age:________
Parent/Guardian Name: 	____________________________________________________
Email Address: ________________________________
Client Address: ____________________________________________City:		 Zip: 		
Client/Guardian Phone: 				   2ndPhone: __________________________ 
*We DO NOT Accept Dual Insurance
*We Accept BCBS, SC Medicaid, United HealthCare, and Self pay Only
Type of Insurance: ____________________________________________________ 
Insurance Number/Member ID: __________________________________________
Insured Name on Card ________________________________________________ 
Insured Relationship to Client ______________________________
Description of diagnosis or issue to be addressed: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
