
Referral For MFC Outpatient Mental Health Therapy 

 

Send this form to fax 717-459-6253 or email info@moveforwardpa.com. 

 
**Please attach/include available clinical information** 

 

Client Name: DOB: 

Client Phone and/or Email: ________________________________________________ 

Name of Hospital/Referral Source: 

Name of Person Making the Referral: 

Anticipated Discharge Date: 

Other Important Information: 

Getting Started: Upon receipt of the referral, our Scheduling Team will attempt to contact the referred client
within 48 business hours to complete a brief screening and collect the information needed to schedule
services.

Please Note: Please ensure the client is aware you are making this referral and has agreed to be contacted by
Move Forward Counseling. We will make up to three attempts to reach the client using the contact
information provided.

Scheduling: Appointments are not scheduled until we have spoken directly with the client, and all required
information has been obtained. The client will need to provide a valid credit card, debit card, or HSA card to
securely keep on file, along with their insurance information. If we are unable to reach the client after three
attempts, the referral will be closed. The client or referring office may contact us at any time to restart the
scheduling process.

Insurance & Services: We accept most major commercial plans (list available on request). We cannot accept
Medicare, Medicaid, or Medicaid managed care plans, even for self-pay. Reduced self-pay rates are available
for Pre-Licensed Therapist sessions. We do not provide psychiatric medication management directly, but co-
located psychiatric providers are available at several of our offices — ask our Scheduling Team for details.
 

Questions? Contact our Scheduling Team at 717-462-7003, Option 1 or info@moveforwardpa.com.

How should we update you on the outcome of this referral? (check one) ☐ Phone ☐ Email ☐ Fax
 Referring Contact info:

Name:_____________________ Phone__________________Email_________________Fax______________________
 

We'll follow up to let you know whether we were able to reach and schedule the client.
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