THE PLAYERS Championship Village
2671 Huffman Boulevard

Jacksonville, Florida 32246

Office (904) 646-4889






Fax (904) 646-0791
NEW BEGINNINGS REFERRAL FORM
Date: ________________
Client Name: __________________________________ Sex: M____ F _____
Date of Birth: ________ Age: ______ Grade: ______Social Security #:___________________
Current School: ________________________________________________________________
Parent/ Legal Guardian:_____________________________________________________________________
Address: ______________________________________________________________________
______________________________________________________________________________
Home Phone: ________________________  Work Phone: _____________________________

Presenting Problem(s): __________________________________________________________ 

______________________________________________________________________________
______________________________________________________________________________

______________________________________________________________________________

Has Parent/ Legal Guardian been contacted regarding referral: 

YES [  ] 



NO [  ]  

UNABLE TO CONTACT [  ]

SPECIAL NEEDS (CHECK):

________ SUICIDAL






________ VIOLENT

________ PSYCHOTROPIC MEDS (SPECIFY) ____________________________________
________ LEGAL PROBLEMS

________ HISTORY OF DRUG/ ALCOHOL ABUSE

________ RUNAWAY RISK



________ CURRENT MEDICAL PROBLEMS

________ MEDICAID

MEDICAID # _______________________________________

________ PRIVATE INSURANCE

OTHER CONCERNS: __________________________________________________________
Referred by: _______________________________
Position _________________________
