
FRS COUNSELING 
Manchester Office: (937) 549-1105 Fax: (937) 549-1006 

Email: ccook@frshighland.org  
 

 

An Equal Opportunity Employer and Equal Provider of Services 

A Contract Agency of The ADAMHS Board 

 

Manchester Outpatient Counseling 

Program Referral Form 

 
Name of Potential Client: ________________________________       Date: ___________  

Grade: ___________________  Parent/Guardian: ___________________________  

Parent/Guardian/Potential Client Phone Number: ________________________________  

Parent Guardian/Potential Client Address: ______________________________________  

Reasons for Referral: 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 Are you aware of the client receiving services from another agency? ____Yes ____ No  

Have the parents been notified about this referral? ____ Yes ____ No  

 

Other Comments:  

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

____________________________________________  _________________  

Signature of Person Making Referral     Date 
 

 


