Name: 

Organization:

Degree/License: 
Gender: 



Years of Experience:

Office Address:  

Mailing Address (if different from above):  
Office Phone:  
Cell Phone (for staff use only):  





Email (for staff use only):  
Fax:





Website:
Therapy Referral Questionnaire
1)Provider type? 

 FORMCHECKBOX 
Psychologist                
      FORMCHECKBOX 
 Neuropsychologist
            FORMCHECKBOX 
Marriage and Family Therapist                                                       

 FORMCHECKBOX 
Clinical Social Worker        FORMCHECKBOX 
Professional Counselor         FORMCHECKBOX 
Nurse Practitioner


 FORMCHECKBOX 
Intern               
      FORMCHECKBOX 
 Psychiatrist
            FORMCHECKBOX 
Other ______________________________
          
2) Is your office wheelchair accessible?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                                                                                                                                                                                                                                           

3) Please list any languages, other than English, that you are fluent it and provide therapy:
4)  Do you work on Saturdays?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No

5) Are you a contracted provider for the student insurance, Anthem Blue Cross Prudent Buyer PPO?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
6) Please specify all other insurance plans you accept as an in-network provider:                   
7) Please specify your hourly session fees.  

8) Do you offer any of the below?


  FORMCHECKBOX 
Pro bono                 FORMCHECKBOX 
May waive co-pay                                                       


  FORMCHECKBOX 
Sliding scale           FORMCHECKBOX 
May waive deductible                                                                                                                                                                                                                                                                      
9) If you offer a sliding scale, what are the ranges of your sliding scale?.   
10)  Do you work with students who are mandated to go to therapy for drug and/or alcohol use?   FORMCHECKBOX 
Yes   FORMCHECKBOX 
No     
11) Do you perform Disability testing?    FORMCHECKBOX 
Yes   FORMCHECKBOX 
No                                                                                                                                                                                                             
12)  Next Available Appointment: 

       FORMCHECKBOX 
 1 Week                FORMCHECKBOX 
 2 Weeks               FORMCHECKBOX 
 3 Weeks               FORMCHECKBOX 
 4 Weeks               FORMCHECKBOX 
 Greater Than 4 Weeks
13) Number of Appointments Available (number only please): _____ 

14) Are you able to accept high risk referrals?                                                                                                                                                                                                                                                                                                                                                                                                                                                
High-risk is defined by CAPS as a presence of symptoms indicating potential risk to self or others and/or a GAF of 50 or less, but criteria for hospitalization is not met.  Almost always these students will either be suicidal, a violence risk/Tarasoff risk, or psychotic and often require multiple weekly sessions to begin with.  We require that you call CAPS staff back within 24 hours after receiving a call regarding a high risk student.  These referrals will be based on your scope of competence indicated in the next section.  If you are referred a high-risk student, CAPS staff will indicate the student is high-risk when calling.  CAPS staff will be available to consult about the student’s symptoms and history, current or pending psychiatry services/medication, campus resources, and other referrals made by CAPS staff.  CAPS staff will remain involved in the transition until you have all needed information and the student has had his/her first session with you. If you are unable to commit to this request, you will still receive referrals from CAPS. You will not be penalized if you are unable to accommodate our request, or if you are able to accommodate our request but do not have room in your practice when referred a high-risk student. The purpose of this request is to provide the best possible support and preventative services to students.
If you are able to accept a High Risk referral please indicate what type of high risk client you are able to see:  

               FORMCHECKBOX 
 Suicide           

  FORMCHECKBOX 
 Violence           
    FORMCHECKBOX 
 Psychosis                    
15) Please rank the top 8 areas you have training, education, and experience.  Please note that only your top 8 will appear in our database.  
____AB 540/Undocumented
____Academic Performance / Test Anxiety

____ADHD

 
____Addictions (non-drug)
____Adult Children of Alcoholics                      
____Anger Management
____Aspergers

 ____Bipolar

 ____Chronic Pain or Illness                           ____Domestic Violence        
____Eating Disorders

____Families and Children
____Gender Identity /      Transgendered 
____GLBTI
____Grief and Loss

____Homicidality
         
 ____Major Depressive Disorder
____Multicultural Issues
____OCD

____Panic


____Parenting


____Personality Disorders
____Psychological Testing
____Psychosis

____Relationships / Couple
____Religious/Spiritual Identity
____Self Harm

____Sexual Abuse/Assault
____Sex Therapy

____Sleep or Insomnia

 ____Substance Abuse/Depend.

 ____Suicidal


____Trauma/PTSD

____Veterans
16) For those who treat clients with Eating Disorder Spectrum issues, please specify the type and severity. The categories below indicate a mild, moderate, or severe risk of imminent harm without medical monitoring and psychological treatment. The Student Health Center staff offer intensive medical monitoring and support regarding eating disorders and may request you to work together with them to provide comprehensive treatment.

  
 FORMCHECKBOX 
Anorexia:

 FORMCHECKBOX 
Mild

 FORMCHECKBOX 
Moderate
 FORMCHECKBOX 
Severe


 FORMCHECKBOX 
Bulimia:

 FORMCHECKBOX 
Mild

 FORMCHECKBOX 
Moderate
 FORMCHECKBOX 
Severe

      
 FORMCHECKBOX 
Binge Eating:

 FORMCHECKBOX 
Mild

 FORMCHECKBOX 
Moderate
 FORMCHECKBOX 
Severe

17) Please rank the top 5 modalities you work with.  Please note that only your top 5 answers will appear in our database.  

____Attachment



____Feminist


____Object Relations

____Behavior Analysis


____Gestalt


____Psychodynamic Theory

____CBT



____Holistic


____Relational

____DBT



____Humanistic


____Self Psychology

____Eclectic



____Hypnosis


____Solution-focused

____EMDR



____Interpersonal

____Somatic Psychotherapy

____Existential



____Jungian


____System Therapy

____Family Systems


____Mindfulness Based Stress
____Transpersonal  

       Reduction

18) Please briefly describe your work experience (including years experience, what you did, and specific populations you have worked with):                                              













