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Island County

Outreach Mental Health Counseling
Referral Form
Date of Referral: ___________________ DOB:  _______________ Age: ____________
Client Name: ____________________________________________________________
Address: ________________________________________________________________
Phone (Home):________________________ (Cell): _____________________________
Does client currently have health care benefits?  If so, describe:_____________________
Collateral Contacts (significant other, family, friend, neighbor): ____________________
________________________________________Phone:__________________________
________________________________________Phone:__________________________

Reason for referral: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Referred by:_____________________________________________________________

Island County Outreach Mental Health Counseling
Phone: 360-678-2346
Fax: 360-679-7377


Date referral received:___________________ Assigned to: _______________________
Date of contact:__________________________________________________________

Follow up plan:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Counselor Signature: ______________________________________________________
· Entered into OMHC census

· Date called in to VOA ______________ In system?    Yes      No
11/14

