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EARLY MENTAL HEALTH EVALUATION PROGRAM 

1124 No. Chinowth, Visalia,  CA  93291 
(559)635-4252  *  FAX (559)635-4281 

Referral Form 
 
 

 

Child’s Name:____________________________________  DOB: __________________ 

Parent / Caregiver Name: ___________________________ 

Address: ________________________________________ 

City: _______________________________  State: ______ 

Phone No: ______________ Cell Phone: ______________ 

Work No: _______________ Message No: _____________ 

Emergency Contact No: ____________________________ 

Referring Agency / Physician / Therapist / Other: ________________________________ 

Name: _________________________________________________________________ 

Address: _________________________________  City: _________________________ 

Phone No.:________________________________ Cell Phone: ___________________ 

Fax No.: _______________________________________________________________ 

Date of Referral: _________________________________________________________ 

What are the general issues, symptoms, and behaviors that create a need for assessment / 

therapy? 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

Previous testing, evaluation or history available (Please enclose) 

________________________________________________________________________________ 

 

ADDITIONAL NOTES: 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________ 

 Child’s Current Grade Level 
_____  Day Care 
_____  Pre-School 
_____  Head Start 
_____  Kindergarten 
 

Name of School/Phone # 
 
 

School Contact or Teacher 


