CLIENT CHOICE AND REFERRAL

ACKNOWLEDGEMENT FORM
	Client ID:      
	Client Name:       


	Choice:


	County Referral was made to:

	 FORMCHECKBOX 
No Referral Made
	 FORMCHECKBOX 
Duplin

	 FORMCHECKBOX 
Referred to provider by Eastpointe
	 FORMCHECKBOX 
Sampson

	 FORMCHECKBOX 
Referred to provider (chosen by Client)
	 FORMCHECKBOX 
Lenoir

	 FORMCHECKBOX 
Client Refused Treatment
	 FORMCHECKBOX 
Wayne

	
	 FORMCHECKBOX 
Other:       


Client was given the following provider choices:

     
     
     
Provider Chosen:       
Reason(s) Provider was Chosen:

 FORMCHECKBOX 
Hours

 FORMCHECKBOX 
Location
 FORMCHECKBOX 
Specialties
 FORMCHECKBOX 
Age Group Specialty

 FORMCHECKBOX 
Payer Source

 FORMCHECKBOX 
Special Accommodations
 FORMCHECKBOX 
Language

 FORMCHECKBOX 
Other:       
	Appointment Information:

	Appointment Date:       

	Appointment Time:      


By signing below, I acknowledge that I was given choice of provider and that the screening discussed location, available times, specialty, culture and linguistic preferences with me.
Client Signature:  ____________________________________________

Access Screener:  ___________________________________________
