
Thank you for choosing I.M. Wellness Center, LLC 

 

 

     
Office: (770) 990-2453         Fax: (706) 393-7342     

Email: drcindyhardy@me.com (Dr. Cindy Hardy, LPC, MAC, ICADC-II) 
        

Referral Form 
Please Print Clearly 

 
Date of Referral: _____________________________ 

 
Individual Information: 

 
Individual Name:                

 

Insurance Type: _______________________________________________________________________________ 

Medicaid #                SS#_____________________ Date of Birth: ______________     

Age: _____    Grade Level:_________  Gender: Male    Female    Race: _____________________ 

Address: _____________________________City: _____________  State: _______ Zip: ___________ 

Home Phone#: _____________________ Cell #: _____________________ Work #: _______________ 

Parent/Guardian: _____________________________________________________________________ 

Referral Source Information: 

Name & Title of Person making referral: _________________________________________________ 

Agency: _______________________ Court Mandated?  Yes or  No  County: ________________ 

Phone # of person making referral: ________________________  Fax number: _________________ 

Email address: ______________________________________________________________________ 

Service(s) Requested: 
 Therapy (Individual, Family, and Skills 1-3 visits per week)                     

 Assessment & Evaluation 

 Life Coaching 

 
                                                Reason For Referral: 

Please check all that apply and provide brief description below: 
 

 History of Counseling    Suicidal/Homicidal/Self-Harming     Substance Abuse/Dependence 

 Legal Involvement          Out of Home Placement          Hospitalizations       Psychosis  

 Medication Use               History of Abuse/Trauma       Risk/History of Homelessness  

 DFCS involvement         Psychological/Psychiatric Eval completed (please attach to referral) 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

For Office Use Only                            Referral Received Date: ______________________ 

Ins. Verified:    Yes    No                     Ins. Status:   Active     Inactive     Self-Pay 

Date of Referral Verification: ___________________ Spoke with: ________________________________   

Assessor Assigned: _________________________________ Date Assigned: ______________________ 

mailto:drcindyhardy@me.com

