
 

THSteps Referral Form
Referral date:_______________________

TO: Name and address of receiving FROM: Name and address of person or 
agency or person referring agency

Client’s name:_________________________________ Social Security number:__________________

Address:______________________________________ Birth date: ____________Sex: (M)____(F)____

Telephone:____________________________________ DIRECTIONS TO HOME:__________________

Name of spouse/parent/guardian _____________________________________

_____________________________________________ Marital status:    S    M    W     D     Sep.   Unk.

REASON FOR REFERRAL:

______________________________________

RETURN RESPONSE REQUESTED Signature/Title

Signature signifies receipt/knowledge of this referral and authorizes the referring agency to release information necessary 
for its completion, and the referring agency is released from all legal responsibility that may arise from this act.

________________________________________

Signature of Client/Parent/Guardian

FINDINGS AND SERVICES RENDERED:

_____________________________________

1) White - Receiving Agency Signature/Title

2) Yellow - Receiving Agency Response _____________________________________

3) Pink - Client Record Date

Note: Instructions (L-29a) for use of Referral Form should accompany the document. (HHSC) L-29 Rev. (6/91)


