
	

Fax Completed Form to: 828-350-9916 or Email to: 

Admissions@nextsteprecovery.com 

Referring Agency Information 

	

Agency	Name:	______________________________________________	

Agency	Contact	Name:	______________________________________________	

Agency	Contact	Phone:	______________________________________________	

Agency	Contact	Fax:	______________________________________________	

Agency	Contact	Email:	______________________________________________	

Purpose of Referral 

			☐	Individual	Counseling			☐	IOP			☐	PHP			☐	Transitional	Living			☐	Other:	__________	

Client Demographics 

	

Client	Name:	______________________________________________	

Date	of	Birth:	______________________________________________	

Address:	______________________________________________	

Phone:	______________________________________________	

Email:	______________________________________________	

Insurance Information 

Insurance	Provider:	______________________________________________	

Policy	/	ID	Number:	______________________________________________	

Primary	Insured	Name:	______________________________________________	

Relationship:	______________________________________________	



	
 

 

Primary Contact for Scheduling / Transportation 

	

Name:	______________________________________________	

Relationship:	______________________________________________	

Phone:	______________________________________________	

Email:	______________________________________________	

Clinical Summary / Reason for Referral 

______________________________________________________________	

______________________________________________________________	

______________________________________________________________	

	

Safety & Risk Considerations 

☐	Recent	substance	use			☐	Overdose	history			☐	Suicidal	ideation			☐	Homicidal	ideation			

☐	Aggression/violence			☐	Medical	concerns	

Authorization 

I	authorize	the	release	of	information	to	Next	Step	Recovery	for	admission	determination.	

	

	

Signature:	___________________________			Date:	____________	


