
 
 

New Patient Referral Form 
Referral Accepted by: Strive Mental Health and Wellness Date: 
Referral Dr:  

 

Patient Information 
First/Last Name: DOB: 
Address: 
City: State/Zip: 
Home Phone: Cell: 
Referral Source:  

 
Insurance Information 
Primary Ins: ID: 
Ins Phone: Group: 
Plan Name on Card: 
Subscribers Name: 
Relationship to Subscriber: 

  
Secondary Ins: ID: 
Ins Phone: Group: 
Plan Name on Card: 

 
TMS Consultation Date 
Date of Consult: Time: 
Entered into EHR by:  

 
Additional Information / Note: 
 
 
 
 
 
 
 
 
 
 
Dr.  - NPI #     Practice EIN/Tax ID    


