
 

     Michelle Topal, MSW, LCSW 

Date:___________________________   Name of Referring Provider:_______________________________________________ 

Client Name:_____________________________________________________    Client/Parent Phone*:_________________________________   
                       Check if Patient has Agreed for Us to Call Them * 
Client Mailing Address: 
Street:___________________________________________________ City:___________________________________  Zip:___________________ 

Client Email: ___________________________________________________________     Client DOB:_____________________ 

Parent’s Name (if client is under 18 y/o): ___________________________________________________________________________________ 

     Secure Fax to:  888.789.5440               Call:  919.807.1454   _____________________________________________________________________________________  
4924-A Windy Hill Dr,, Raleigh 27609      1910 Sedwick Rd, Suite 300-D, Durham 27713 
               ContactUs@ChangeForLivingCounseling.com

CFLC Referral Form 2018

Clinical Info:               
 Primary Concerns/Reason for Referral:______________________________________________________________________________________ 

 __________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________ 

    

          Check if sending Intake Evaluation and/or notes.  

  Client Wants to Use Insurance?*  No                 Yes                     

          If yes, which Insurance company: ________________________________________________________________________ 
   
           Subscriber Number   _________________________________________     Group Number: _________________________ 

           Name of primary Insured & DOB, if not client:______________________________________________________________ 

*Note: I am only in network with Medcost. We will review options with them when they call. 

mailto:ContactUs@ChangeForLivingCounseling.com

