
                                              
                              Comprehensive Community Support Services                                            

                                                                                     Marriage, Family, & Youth Therapy 
                                                       Alcohol & Drug Abuse Counseling  

                
                                          

 

 

 
 

REFERRAL FOR SERVICES 

Recommending Services For: 

 Name:  __________________________________ Phone Number:  ________________ 

 Address:  _________________________________Date of Birth: ___________________ 

 Parent/Guardian Name:  _________________________Work Number: ______________ 

 Grade:  ___________ Teacher:  ________________________ Age:  ________________ 

 Presenting Issues:  ________________________________________________________ 

 _______________________________________________________________________ 

  _______________________________________________________________________ 

 

Referred By:  ________________________________________________________________________ 

   Name   Organization    Phone# 

 

I authorize New Horizons Counseling Center to work with myself/child/family, to provide routine 

treatment, including psychosocial assessment, evaluation, Comprehensive Community Support Services 

and/or related counseling services.  I also agree to participate in treatment planning and treatment 

processes as recommended by New Horizons Counseling Center and referring agency/organization. 

 

I understand that I may be responsible for all treatment fees and expenses incurred during the course of 

treatment. However, most insurances cover the cost of services.  I agree for New Horizons to bill my 

insurance company for the services rendered.   

 

I understand that I will be contacted by New Horizons Counseling Center to schedule an 

intake/assessment and determine appropriate services. 

 

I further understand that if New Horizons is unable to contact me by phone or letter within a reasonable 

length of time, New Horizons Counseling Center will notify the referral source.  New Horizons 

Counseling Center may also notify the referral source if I fail to appear at the scheduled appointment. 

 

I have read, understand & agree to the above information. (If available for signing. Signature not 

required for referral). 

 

___________________________________________  ______________________________ 

       Self (if 14 or older)/Parent/Guardian      Date 

 

___________________________________________  ______________________________ 

  Referral Source                   Date 

 ========================================================================= 
COUNSELING CENTER USE ONLY 

INTAKE DATE:  __________________________     REFERRAL SOURCE NOTIFIED ON:  ________________________ 

OUTCOME:  _________________________________________________________________________________________ 

 
 (575) 740-5096 OFFICE 

900 Marshall 
                            Truth or Consequences, NM 87901 


