
Outpatient Referral Form 
C. David Blair, Ph.D.  •  Center For Health Psychology, Inc. 

179 Summers Street, Suite 710  •  Charleston, WV 25301 
 
Appt Requested By: _____________________________________     Date:  _______________________ 
 
Name: ____________________________________ DOB:  ______________  Age:  _______       M  or  F 
                    (FIRST)                      (MIDDLE)                       (LAST) 
       SSN: ______________________________________ 
Address: ___________________________________  
 
__________________________________________ Nearest Relative: (other than spouse) 
           Name:  __________________________________ 
Phone: ____________________________________  
    (HOME  /  CELL)            MESSAGE OK?   Y   N        Phone:  __________________________________ 

 _________________________________   
    (WORK   /  CELL)           MESSAGE OK?   Y   N  Referring Physician:  
 
Spouse’s Name:_____________________________      Name:      ________________________________ 
   
Parents’ Names:_____________________________      Address:   ________________________________  
     (IF UNDER 18)  MOTHER   
             ___________________________      _____________________________________
   FATHER 
            _____________________________________ 
Family Physician: ___________________________ 

      Phone:   _________________________________ 
 

Chief Complaint / Problem:  _________________________________________________________________ 

__________________________________________________________________________________________

__________________________________________________________________________________________

________________________________________________________________________________________ 

Medications: ______________________________________________________________________________ 

 
PRIMARY INSURANCE               SECONDARY INSURANCE 

               (Please refer to your insurance cards) 
   

Insurance Co.: ______________________________ Insurance Co.: _______________________________ 

Address: ___________________________________ Address: ___________________________________ 

___________________________________________ ___________________________________________ 

Phone:_____________________________________ Phone:_____________________________________ 

ID #:_______________________________________ ID#:_______________________________________ 

Group #:____________________________________ Group #:____________________________________ 

Insured’s Name: _____________________________ Insured’s Name: _____________________________ 

Insured’s DOB: ______________________________ Insured’s DOB: _____________________________ 

Employer’s Name: ___________________________ Employer’s Name: ___________________________ 

Effective Date: ______________________________ Effective Date: ______________________________ 
 

Please fax this form to (304) 342-8311 or mail to the address at the top. 
 


