Claystone Clinical Associates, PLC
2040 Raybrook SE Suite 300
Grand Rapids MI 49546
616-949-7460
Fax 616-949-3018
www.claystoneclinical.com

REFERRAL/REQUEST AN APPOINTMENT

You may call our office at 616-949-7460 to request an appointment or complete this form and mail or fax it to our office.

Date of Referral  _________________ Therapist requested ________________________________________
[bookmark: _GoBack](Please view our website,   claystoneclinical.com to see our team of providers)

Referred by ______________________  Reason for referral ________________________________________

CLIENT NAME __________________________________________________  DOB ______________________
If under age of 18, GUARDIAN/PARENTS’ NAME __________________________________________________
ADDRESS __________________________________  CITY ________________  STATE _____ ZIP CODE ______
PRIMARY PHONE ______________________________  ALTERNATE PHONE ___________________________   EMAIL ______________________________ MAY WE SEND YOU EMAIL REMINDERS FOR APPOINTMENTS?  __  YES ___NO
LIST CURRENT MEDICATIONS: _________________________________________________________________
__________________________________________________________________________________________

PRIMARY INSURANCE ________________________________________________________________________
POLICY HOLDER'S NAME _______________________________________ POLICY HOLDER'S DOB ___________
INSURANCE ID # ______________________________________________  GROUP # _____________________
DEDUCTIBLE $______________________________________   COPAY $ _______________________________

SECONDARY INSURANCE _____________________________________________________________________
POLICY HOLDER'S NAME __________________________________ POLICY HOLDER'S DOB ________________
INSURANCE ID # ______________________________________________  GROUP # _____________________

NAME OF PERSON COMPLETING THIS FORM ________________________ PHONE # _____________________

THANK YOU FOR SUBMITTING THIS FORM BY MAIL OR FAX.  OUR STAFF WILL CALL YOU TO FOLLOW UP.
----------------------------------------------------------------------------------------------------------------------------------------------------

FOR OFFCE USE:

Called back by ____________ on this date ___________ Scheduled to see ________________
Appointment date _____________   Appointment time ________________
Insurance benefits are verified and the deductible is $ ___________ and copay is $ __________
Amount due at first appointment $ ______________  Authorization needed  ____YES   ____NO
Comments:
