REFERRAL FORM

TULARE YOUTH SERVICE BUREAU, INC.

327 S. “K” Street, Tulare CA 93274
Phone: 688-2043 Fax: 688-1304

Date of Referral

Referring Party Name:

Referring Party Relationship or Agency Name:

Phone: Fax/Email:
Name of Consumer: Male [ ] Female [ ]
DOB: Age: ~ Grade: __ School:
SS#: Parent/Guardian:
(mandatory)
Address: Phone:
Parent Primary Lang: _ Contacted: Yes[ | No [ | Date:
Ethnicity: Caucasian [_] Hispanic [ | African Am. [ ] S.E. Asian [_] Other:
Funding: [ ] Medi-Cal/Tulare Co. [ ] Medi-Cal/Other Co.

[ ] Insurance Co.
[ ] No Insurance/No Medi-Cal
[] Other Funding
(Attach a copy of Medi-Cal Card or Insurance Card if available)

Dr: Medications:

Reason for Referral/Concerns:

Social Worker/Probation Officer: Phone:
Previous Counseling: [ ] No [_] Yes Where/Who:

Print Form and fax to:688-1304 E-mail To: jjuarez@tysb.org

We are a HIPAA compliant agency and are sending this message only for the use of the individual or
entity to which it is addressed. We anticipate all the agencies we fax information to/contact are also
HIPAA compliant. This document may contain information that is privileged, confidential, or exempt from
disclosure under HIPAA, or applicable Federal or State law. If the reader of this message is not the
intended recipient, you are hereby notified that any dissemination, distribution, or copying of this
communication is strictly prohibited.



