To: Care and Treatment Referral Source 

From: Therapeutic Learning Centers 

RE: Referral Process to Therapeutic Learning Centers 



Attached, please find a referral sheet for the Therapeutic Learning Centers. Please complete this information and fax or e-mail to: 

June Kong
Program Admin Coordinator 
Jkong@canvashealth.org 
Phone: 651-251-5090 
Fax: 651-251-5118 





The following information if available is also requested prior to scheduling an intake meeting: 
• Diagnostic Assessments 
• Psychological Evaluations 
• Medication Information 







	[image: ]			Main Office	
7066 Stillwater Boulevard North
Oakdale, MN 55128
Phone: (651) 777-5222	Fax: (651) 251-5111

Therapeutic Learning Center
Referral Form
Please complete as much of the form as possible.  Missing items may delay the referral process.
Client’s Name: __________________________________________________________________________
Client’s Date of Birth: _______________________ Client’s Legal Gender: ___________________________
Client’s Address: ____________________________________City:_______________Zip:________________
County of Residence: _____________________ 
Parent/Guardian Name: _______________________________________________________________________
Parent/Guardian Home Number: ____________________________ Cell Number: _________________________
Ok to leave a message? ☐ Yes ☐ No    Email address: ________________________________________________
Insurance Company Name: ___________________________________ Insurance ID #______________________
Policy Holder’s Name:_________________________________ Policy Holder’s DOB:_______________________
Policy Holder’s relationship to the client: ______________________________________________________

Referent’s Name: __________________________________________ Phone Number: ____________________
Agency Name: _______________________________________________________________________________
Please identify referral source: 
	☐ Family Member/Friend                               
	☐ School
	☐ Parent/Guardian

	☐ Hospital 
	☐ Mental Health Therapist
	☐ Substance Use Treatment Agency/Provider

	☐ Insurance
	[bookmark: _GoBack]☐ Primary Physician
	☐ County:____________________________

	☐  Court                                               
	☐ Psychiatrist
	



Have you discussed this referral with the child’s parent/guardian? ☐ Yes ☐ No    
Presenting Need or Concerns: ___________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Mental Health Symptoms: _____________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

Current or History of Suicidal or Homicidal Plans or Attempts: _______________________________________
______________________________________________________________________________________________________________________________________________________________________________________
Substance Use Concerns for Client or Family Members: ______________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
Describe history of Community Based Care: _______________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
School Name: ______________________________________________________ School District: ____________
School Contact: __________________________________________ Phone: ______________________________
Special Education Services: _____________________________________________________________________

Prior Neuropsychological or Psychological Assessment Completed? (By who and when): ____________________
______________________________________________________________________________________________________________________________________________________________________________________
Is the family willing to be involved in Family Therapy?  ☐ Yes ☐ No    

Please list Other Service Providers: (County Worker, Psychiatry, TSP, and Probation Officer): 
___________________________________________________________________________________________
___________________________________________________________________________________________


Form Completed by: ________________________ Phone: ___________________ Completed Date: __________

Email or Fax to: June Kong; Program Admin Coordinator; jkong@canvashealth.org
Phone: 651-251-5090; Fax: 651-251-5118
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