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Referral For Services 
 

REFERENT INFORMATION 
 

Date of Referral                                        Status:  Routine ����  Next Available ����  Urgent ���� 

PCP _______________________________________________ Phone # ______________________________ 

Referral Coord/Contact ______________________________  Phone # ______________________________ 

Diagnosis/Reason for Referral         _________________ 

Clinic/Specialty or Service Referring To _______________________________________________________ 

History/Current Concerns/Recommendations __________________________________________________ 

__________________________________________________________________________________________ 

� Please attach medical records and other significant information and return with this completed form. � 

CHILD INFORMATION 
 

Last Name _______________________________First __________________________  Middle ___________ 

Mailing Address _________________________________ City________________  State ____ Zip ________ 

SSN ___________________ Home Phone __________________ Alternate Phone _____________________ 

DOB _________ Gender: M ���� F ����   Interpreter Required:  Yes ����  No ����  Language_________________ 

Has child had previous services at Children’s Village?  Yes ����  No ����  Unknown ���� 

School Attending _____________________________________________  Current Grade Level __________ 

 PARENT/GUARDIAN/FOSTER PARENT INFORMATION 
 

Last Name _________________First ______________DOB_______ Relationship to Child ________________ 

Cell #_______________________     Work #__________________________   Message #___________________________________ 

Last Name _________________First ______________DOB_______ Relationship to Child ______________ 

Cell #_______________________     Work #__________________________   Message #___________________________________ 

Interpreter Required:  Yes ����  No ����  Language__________________ 

FINANCIAL INFORMATION 
 

Private Pay ����                      Insurance ����                      Provider One ����                     Healthy Options ���� 
 

Primary Insurance: ______________________________________________________________________________________ 

Policy #___________________________________________ Group # _________________________________________________ 

Subscriber ________________________________ Subscriber DOB _____________ Employer ____________________________ 

Secondary Insurance: ____________________________________________________________________________________ 

Policy #___________________________________________ Group # _________________________________________________ 

Subscriber ________________________________ Subscriber DOB _____________ Employer ____________________________ 

Provider One # ___________________________  Healthy Options Plan       

Children’s Village ���� 3801 Kern Rd  Yakima WA 98902 ����  Phone: (509) 574-3200 ���� Fax: (509) 574-3210 

 


