
 

Wellness Center for Children and Families 

WC/WCAS Referral Form 

Fax to (860)618-2824 

_____________________________________________________________________________ 

 Wellness Center (WC)   Wellness Center Adult Services (WCAS) 

 Danbury  Litchfield  New Britain  Torrington  Waterbury  Telehealth 

_____________________________________________________________________________________ 

Client Information 

Name:       DOB:  

Street Address:  City/State/Zip:  

Sex:  Male  Female                    Gender:  Male  Female  Nonbinary 

Preferred Name:_____________________________________________________ 

Race:                             Ethnicity:    

Primary Language:  English  Spanish  Other: ________________ 

School/Grade (if applicable):  

For Minors (can leave sections below blank if client is an adult) 

With whom does child reside? 

                Is this the child’s legal guardian?  Yes  No 

                Is there another parent or guardian that has legal rights to the child?  Yes  No (If         

                yes please complete contact information below for both parent/guardians) 

Parent/Legal Guardian Name: 

Parent/Legal Guardian Phone:  

Parent/Legal Guardian Email Address:  

Parent/Legal Guardian Name: 

Parent/Legal Guardian Phone:  



Parent/Legal Guardian Email Address:  

 

 

Appointment Availability Notes:  

 

 

Insurance Information 

Subscriber/Insured Name:  

Insurance Company: 

Insurance Benefits Phone #: 

Policy#:                                      Group # 

Does the policyholder permit CJR to verify the insurance?  Yes  No 

 

Referring Information  

Who is referring this client?  

Phone/Email:   

 

Referral Information 

Services Requested  Individual Therapy  Family Therapy  Psychiatric Evaluation  

  TF-CBT  MATCH  PCIT  Other: _________________ 

 

Reason for referral:  

 

 

 

 

Current Diagnosis (if present):  

 

 

List of current medications (if present):  

 

 

Are there any current safety concerns (SIB/SI/HI):  



 

 

Treatment History and approx. dates (including hospitalizations):  

 

 

Is the client requesting a specific clinician?       Yes  No 

If yes, who?   

**this is not guaranteed 

Do you have a conflict of interest with any CJR providers?     Yes  No 

If yes, the name of the provider and relationship:   

Is the client involved in any other CJR Services?      Yes  No 

If yes, what program/location? 

Are any other family members involved in CJR services?     Yes  No 

If yes, (relationship/provider): 

Is there Court Involvement?         Yes  No 

If yes, the name of the probation officer and phone number:  

Is there DCF involvement?         Yes  No 

If yes, the name of the assigned worker and phone number: 

Is the treatment being mandated by DCF?       Yes  No 


