
 
  

 

 
TO BE FILLED OUT BY Peace River Center STAFF 
 
 
Recipient Name: _____________________________________________________  ID #: ________________________ 
 

Confidential - Do Not Release 
1 of 1 

 
 

 
 

Outpatient Referral 
Fax Referral to 863-413-2719 

attn Registrar 
 
 
 
CLIENT INFORMATION: 
 

Last First Middle 
Name:__________________________________ Name: _______________________________ Name: ________________________  
 

 
Current Age:__________ DOB:________________ SS#: ________________ Race: _______________  
 

  Female   Male 
 
GUARDIAN INFORMATION (If applicable): 
 
Guardian 
Name:______________________________________ 
 
ADDRESS:  
 

 
Street:___________________________________________________________________ 

 
Apt/Unit #: _________ 

 

 
City: ______________________ 

 
County: ___________ 

 
State: ________ 

Zip 
Code: _________ 

 
Phone #: _____________________ 

 
 
RELEASE OF INFORMATION IS ATTACHED (Circle One):          YES    NO 
Please be advised no return information can be given about this referral without a release of information.   
 
REASON FOR REFERRAL: 
_________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
REFERRED BY: 
 
Print Name: ______________________________________________________ 

 

 
Signature: _______________________________________________________ 

 
Phone #: _______________________   Ext: ________ 

 
***NO RETURN INFORMATION CAN BE GIVEN ABOUT THIS REFERRAL WITHOUT A RELEASE OF INFORMATION*** 

INSURANCE/ FINANCIAL INFO: 
 
Medicaid #: 
_________________ 

 
HMO: 
__________________ 

 
SSI: 
$________ 

 
AFDC: 
$______ 

 
Number of 
People in Home: ____ 
 


