



Patient Referral Form

Ways to Submit Referral

Please submit the completed referral form via one of the following methods:

• Email: info@citrinehw.com
• Fax: (909)-310-8482

• Citrine Health and Wellness PLLC 
• Attention: Roudette Ferrer, APRN, ACNPC-AG, PMHNP-BC

Patient Information

• Full Name: _____________________________________________________________

• Date of Birth: __________________Gender: ☐ Male ☐ Female ☐ Other:___________

• Phone Number: ________________________Email Address: ____________________

• Address: ___________________________ State_______ Zip Code________________ 

Referring Clinic Information

• Clinic Name: ____________________________ Phone Number:__________________

• Fax Number: ____________________________Email:__________________________

• Clinic Address: __________________________________________________________

• Referring Provider Name: ________________________________Title/Role: _______

Insurance Information (If available)

• Primary Insurance Provider: _____________________________________________
• Primary Insurance Holder:_______________________________________________
• Policy Number: ___________________________Group Number: _______________

Referral Information

• Reason for Referral (Please check all that apply): • Symptoms

◦ ☐ Psychiatric Evaluation

◦ ☐ Psychiatric Medication Management

◦ ☐ Brief Psychotherapy/Other (please specify): 

◦ _____________________________________
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