
THERAPY CENTER                     REQUEST TO TRANSFER PATIENT FROM               
PRIVATE PRACTICE                                    

 
 

 
 

NAME OF PATIENT: _____________________________________________________ 

ADDRESS:  ____________________________________________________________ 

  ______________________________________ZIP CODE:____________ 

TELEPHONE:       HOME (___)__________________ WORK (___)________________ 

NAME OF THERAPIST: __________________________________________________ 

SUPERVISOR: __________________________________________________________ 

HOW LONG HAVE YOU BEEN SEEING THE PATIENT: ______________________ 

 

WHAT ARE THE ISSUES IN TREATMENT:__________________________________ 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

PLEASE DESCRIBE ANY HISTORY OF SUICIDE ATTEMPTS, VIOLENCE, OR 

ANY PAST OR PRESENT LEGAL PROBLEMS: ______________________________ 

________________________________________________________________________

________________________________________________________________________

OTHER: ________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

SIGNATURE OF THERAPIST: _____________________________________________ 

APPROVED BY: _________________________________________________________ 
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