

	First Name:  Chris 
	Last Name:  Anderson
	Specialty:  Grief Counseling
	Email:  chris.anderson@example.com
	Preferred Phone Number:  000-1111
	First Name_2:  Bruce
	Last Name_2:  Smith
	Date of Birth:  09/22/1965
	Email_2:  brucesmith123@example.com
	Preferred Phone Number_2:  111-222-333
	Diagnosis:  TBC 
	Referral Reason:  Mr Smith is seeking a diagnosis from a licensed psychiatrist.
	Details about the clients condition:  Mr Smith has been experiencing high levels of stress, insomnia and elevated anger 
 following the death of his son. Maladaptive emotional and behavioral experiences have 
 been occurring for the past 24 months and Mr Smith’s progress has been slow. 
	Why does the patient need to be seen by another clinician:  Counselor has been seeing Mr Smith for 24 months and progress has been slowing. 
 Collaborative decision to change the treatment plan and implement new interventions. 
	First Name_3:  Maisie 
	Last Name_3:  Rogers
	Specialty_2:  Psychotherapist 
	Email_3:  maise@sample.com
	Preferred Phone Number_3:  000-999


