
Mental Health Services 
Referral Form 

Date: Time: Medi-Cal:  SSN: 

Preferred Language: 
Client: ________________________________________________________ 

Address: 

Age: DOB: Gender: Female Male 

Yes No Refill necessary for psychiatric medication: Yes No 

If Yes, please specify: 

Ethnicity: 

Parent/Legal guardian: 

Best Number to Call:   

Parent/Legal guardian Email: 

Reason for Referral:  

Relevant History/Diagnosis: 

Currently taking psychiatric medication: 

If Yes, please specify:   

Imminent Danger: Yes No 

Preferred Availability:  Location: Office Telehealth 

  Yes No

Student ID: School:

Referring Party Phone: 

 

Yes

Name of Referring Party: 

Title of Referring Party:

 

No

Grade: 

Yes    NoIs client aware of Referral?     

DCFS involved Case?   

Custody Agreement?

______________________________________ 

______________________________________

________________________________________ 

_____________________ ____________________

__________________ 

“I consent to provide this form to ECF, for counseling services; to have ECF call me directly 
about this referral; and for ECF to notify me of the referral status.” 

"Yo doy mi consentimiento para que ECF el proveedor de servicios de consejeria se comunicara 
conmigo directamente; y se comunicara sobre el resultado de esta referencia para servicios de 
consejería.” 

Consent for Referral Initial 

For more information, please contact Xochitl Bueno, Administrative Coordinator 
Phone: 310-773-9412  Fax: 310-737-7944   Email: xbueno@ecf.net
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