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PEDIATRIC REFERRAL REQUEST 
 

Child’s Information 

Child’s Full Name: ______________________________________________________ 
Date of Birth: ________________________________________ Age: _____________ 
Sex: ☐ Male ☐ Female ☐ Other _________________________________________ 
Preferred Language: ___________________________________________________ 

Child’s Address 

Street Address: _________________________________________________________ 
City: _______________________________ State: ________  ZIP: ________________ 

Parent / Guardian Information 

Parent/Guardian #1 

Name: __________________________________________________________________ 
Relationship to Child: __________________________________________________ 
Phone: ______________________________________ ☐ Mobile ☐ Home ☐ Work 
Email: __________________________________________________________________ 

Parent/Guardian #2 (if applicable) 

Name: __________________________________________________________________ 
Relationship to Child: __________________________________________________ 
Phone: _____________________________________ ☐ Mobile ☐ Home ☐ Work 
Email: __________________________________________________________________ 

Insurance Information 

Primary Insurance: _____________________________________________________ 
Policy / ID Number: _____________________________________________________ 
Note: Our practice is in-network with most commercial insurance plans. 
We are not accepting Medicaid plans currently.  
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Referring Provider Information 

Referring Provider Name: _______________________________________________ 
Practice / Clinic Name: __________________________________________________ 
Phone: _____________________________ Fax: ________________________________ 
Email: ____________________________________________________________________ 
Date of Referral: _________________________________________________________ 

Reason for Referral (Check all that apply) 

☐ ADHD Evaluation 
☐ Anxiety Evaluation 
☐ Depression Concerns  
☐ Post–Autism Spectrum Disorder Diagnosis – management of common 
developmental and behavioral comorbidities (e.g., attention, emotional regulation, 
executive functioning) 

Conditions Managed in This Practice 

Please check the primary concern(s) prompting referral: 

☐ Attention and executive functioning difficulties 
☐ Emotional regulation challenges 
☐ Anxiety symptoms in children and adolescents 
☐ Mood concerns evaluated within a developmental pediatrics framework 
☐ Behavioral and developmental comorbidities following an autism spectrum 
disorder diagnosis 

Note: This practice does not provide psychiatric care. Patients requiring psychiatric 
treatment or ongoing psychotropic medication management should be referred to child 
and adolescent psychiatry. 

Relevant Clinical Information (attach records if available) 

☐ Prior psychoeducational or neuropsychological testing 
☐ Prior ADHD, anxiety, depression, or ASD evaluations 
☐ School reports / IEP / 504 Plan 
☐ Recent clinic notes (last 6–12 months) 
☐ Medication list 
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Additional comments from referring provider: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Please fax or securely upload this completed form along with supporting 
documentation. 
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