
 

  

 

 

  

 

 

 

 

 

 

 

 

 

 

GROUP REFERRAL FOR SUBSTANCE ABUSE / DUAL DIAGNOSIS / CONTINUING CARE GROUPS 

 

Date:       

 

Referring Therapist:       

 

Referral Source:       Pay Source:       

 

Contact Number for Client:       Diagnosis:       

 

SAR Required?  Yes  No 
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