FAX COVER LETTER

FRASER PROFESSIONAL REFERRAL FORM

FRASER

To Fraser From (agency)
Fraser Fax 612-767-0243 Agency address
Fraser phone 612-761-1222 Agency zip code
Subject New referral Date

CLIENT INFORMATION

Name

DOB

Language needs

Parent/guardian name and phone

Parent/guardian name and phone

school evaluation.

CLIENT MEDICAL AND EDUCATIONAL HISTORY—current medical diagnosis (including provisional/rule out diagnoses) and/or educational category from

NAME OF PROFESSIONAL MAKING REFERRAL

CONTACT FOR FOLLOW UP FROM REFERRING AGENCY

Name

Phone

Check all that apply:
O Contact provider when contact is made with family
0 Contact provider if no contact was able to be made with the family
[ Provider does not want follow up on this referral

Additional data as needed (please include any supporting medical documents)
O Relevant medical or educational records or notes
O Relevant screening tools or testing results (ASQ, ADOS, etc.)
O oOther

NOTES AND ADDITIONAL INFORMATION

If you have any questions about this process, or the services offered at Fraser, please call our Professional Referral Coordinator at 612-767-7222
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