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Counseling and Training



DSS Referral Form

Patient Name __________________________________DOB ____________________
Parent/Guardian __________________________________________________
Home Phone __________________ Cell Phone _____________________Email: _______________________
Street Address: _______________________________________State:_________ Zip Code:_______________
Patient’s Insurance: _____________________________________
Insurance ID #: ________________________________________

Referral Source: ________________________________________________
	Contact Name: _____________________________________________
Telephone number: _________________________________________
Fax number: _______________________________________________
Email: ____________________________________________________

Refer to: Clear Perspective
	Contact Name: Stephanie 
	Telephone number: 828-475-0149 ext. 101
	Fax number: 828-475-0150
Reason for referral/findings of fact during the case: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Current visitation or limitations between parents and children: ____________________________________________________________________________________________________________________________________________________________________________
Agency/court recommendations for treatment: 
____________________________________________________________________________________________________________________________________________________________________________


Goals the agency would like to see accomplished by the family:
____________________________________________________________________________________________________________________________________________________________________________
Probation officer/attorney: ____________________________________________________________________________________________________________________________________________________________________________
Are parents willing to complete therapy: ____________________________________________________________________________________________________________________________________________________________________________




Signature: _____________________________________________ Date: _____________________







Clear Perspective, LLC
140 Beach Street
Morganton NC 28655     
Email: clearperspective@clearperspective.co
Web:  clearperspective.co
Phone: (828) 475-0149 • Fax: (828) 475-0150
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