
Preferred Clinic Location:
Chippewa Falls 
Eau Claire 
Hudson 
Menomonie 
Rice Lake

2620 Stein Blvd
Eau Claire, WI 54701-2674 

Phone 715-836-0064
Fax 715-836-0065

COUNTY REFERRAL FORM

New

Transition in Payment 

Referral Type:

Add On Service

Email:

Address: 
Email:

Address:
Email:

Client's Legal First & Last Name: 
DOB:
Address:
Phone:
If Under 18:
Parent/Legal Guardian: 
Phone:
Parent/Legal Guardian: 
Phone: 
Social Worker: Email: Phone:

Evaluations/Testing:
Psychological- Adult *** 
Psychological- Child/Adolescent *** 
Alcohol and Drug Assessment 
Parent Fitness w/ Report Trauma  
Pyschosexual (Adolescent)

Individual Services:

Dialectical Behavior Therapy (DBT) 
Substance Abuse
Social Skills

Payment Source: County Commercial Insurance MA/Forward Health Other
County Funding: Please include the following: Email/letterhead stating the client's name, DOB, service being 
requested, start/end date, units, and the county discloses they are providing payment.
***EMAIL/LETTERHEAD ARE NEEDED PRIOR TO SCHEDULING Excludes Chippewa, Dunn and Eau Claire County***

 Services Offered:

Please send any referrals 
in a PDF file or if you 
have any questions 
regarding the referral 
process to: 
referral@caillierclinic.com

 State: Zip Code:

Date:

Preferred Name:
Gender: FemaleMale Other Accommodations/Disabilities:

Group Services: 

Psychotherapy-Type:
Psychosexual Treatment (SOT) Under 18 Only
Substance Abuse

Narrative:

Family Services:

Behavioral Intervention In-Home Service (BIT) 
Skills Training, Psychoeducation 
Behavior Education Skills Training (BEST)

Parent Chid Interaction Therapy (PCIT)
Hands-on Parenting Education (HOPE) 
Family Intervention Treatment (FIT) 
Safety After Hours (SAFE)- Eau Claire County  

Behavioral Services:

***Any evaluation/testing please attach a copy of the documents listed below and up to 5 referral questions***

Attach all core/comprehensive assessment, court documentation, program assessments

Alyssa
Rectangle

Alyssa
Rectangle

Alyssa
Rectangle

Alyssa
Rectangle

Alyssa
Rectangle

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line

Alyssa
Line


	Blank Page




2620 Stein Blvd, Suite B 
Eau Claire, WI 54701-2674 


Phone 715-836-0064 / Fax 715-836-0065 
County: REFERRAL FORM Date: 


Payment Source: CCS  County  Ins  MA  Other: 
Referral Type:  New  Add On Services Transition in Payment Source 
Requested/Current Caillier Clinic Provider if Applicable: 
General Services: 


Neurocognitive Evaluation 
Neuro Psychological Evaluation 
Psychological Evaluation  Tier 1 Tier 2 
Parent Fitness Evaluation w/Report 
Trauma Evaluation 
Psychosexual Evaluation(Child/Adolescent) 
Psychosexual Evaluation(Adult) 
AODA Assessment 
Psychosexual Treatment 
Behavioral Intervention In-Home Services 
Family Intervention Treatment 
Skills Training, Psychoeducation 
Travel 
BEST Program 
Group Therapy 
Mileage 
4 hour Anger/Domestic Violence Ed Program 
Anger/Domestic Violence Treatment One to One 
One to One Psychotherapy 
Staffing 
Therapeutic Parent Re-training 
AODA One to One therapy 
Other: 


CCS Services: 
Diagnostic Evaluation 


Neurocognitive Evaluation 
Neuro Psychological Evaluation 
Psychological Evaluation  Tier 1 Tier 2 
Parent Fitness Evaluation w/Report 
Trauma Evaluation 
Psychosexual Evaluation(Child/Adolescent) 
Psychosexual Evaluation(Adult)   
AODA Assessment 


Individual Skill Development and Enhancement 
GROUP Individual Skill Development and Enhancement 
Individual/Family Psych-Education 
GROUP Individual/Family Psych-Education 
GROUP Sexual Boundaries  
Travel 
Service Planning 
Psychotherapy 
AODA Treatment 
Other: 


Authorization #: 
Authorization #: 
Authorization #: 


Units Authorized: 
Units Authorized: 
Units Authorized: 


Auth Start Date:   End Date: 
Auth Start Date:   End Date: 
Auth Start Date:   End Date: 


CCS ONLY Level of Provider:  HP  HN  U7


Referral Narrative: 


OFFICE USE ONLY 
  OK to Schedule         Documents Uploaded 


 CCProvider      Office       BIT Mgr 


Initial Appt:            Provider: 


Special Instructions: 


  Client Last Name: Additional Family Members Authorized for Services: 
        First Name: 


         DOB: 
         Gender:   Male   Female 


  Address:  City: State: Zip Code: 
         Phone: 


Social Worker Name:    Email: Phone: 


Given to:


 (PhD)  HO(Master's) (Bachelor's) (Practicum)  U6(QTT) UD(Associ ates)


Clinic Location:


Chippewa Falls 
Rice Lake 
Menomonie 
Hudson


Eau Claire


EMAIL REFERRAL TO: 
referral@caillierclinic.com
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