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Independent Provider






 Referred to Dawn by:                FORMCHECKBOX 
 Dept. of Child Services                FORMCHECKBOX 
 Juvenile Justice                         FORMCHECKBOX 
 Education

Date of Referral:      
	Therapist:       

 FORMTEXT 
     
	Service Coord:       

 FORMTEXT 
     

 FORMTEXT 
                    
	Ext:       


	Client Name:     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
	Age:     
	DOB:     

 FORMTEXT 
     


Type of  Insurance/Number:      

 FORMTEXT 
     

 FORMTEXT 
     
	Address:      

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
          
	Phone:      

 FORMTEXT 
     


Other Contact:

	Grade:       
	School:      

 FORMTEXT 
     

 FORMTEXT 
     
	Special Ed.      

 FORMTEXT 
     


If Guardian(s)are Not Both Biological Parents, Please Explain:      
Presenting Concerns/Risk Factors:      
Any History of Abuse and/or Neglect (if yes, please explain):      
Previous Mental Health Treatment:      
Previously Established DSM-IV Diagnoses:      
Axis I:      
Axis II:      
Medications (if any):      
Initial Treatment Goals:      
Treatment Goal #1:      
Treatment Goal #2:      
Treatment Goal #3:      
Therapist: Please inform the Dawn Project Service Coordinator within 24 hours if you will be accepting this case.
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