
 

Comfort Mental Health Solutions Referral Form 
2022 Elka Ln 

Madison, WI 53704 

Client Information: 
Client Name: _______________________________________________________________________________ 

Sex: __ Male __ Female 

Client Date of Birth: ___ /___/______ 

Phone Number: (____) ____‐_____ 

Address: __________________________________________________________________________________ 

__________________________________________________________________________________________ 

Diagnoses:_________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Reason For Referral: 
__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

 

Services Requested: 
___ Individual Skill Development or Enhancement 

___ Individual and/or Family Psychoeducation 

___ Physical Health Monitoring 

___ Wellness Management and Recovery 

___ Medication Management 

___ Other: ____________________________________________________________________ 

Previous Provider/Physician: _____________________________________________________ 

Agency/Clinic Telephone Number: (____) ____‐______ 

Referring Provider Information: 
Name and Agency of Service Facilitator making referral: ____________________________________________ 

Phone Number: (____) ____‐______ 

Address: __________________________________________________________________________________ 

__________________________________________________________________________________________ 

Email: ________________________________________ 

What is the best way to reach you? _____________________________________________________________ 

How did you hear about our agency? ___________________________________________________________ 

Please return this completed form to info@comfortmhs.com 
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