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REFERRAL FORM
Providers: Please complete our form below to make a referral to A Soft Place to Land. We will

reach out to you via your preferred method of contact within 24-48 business hours!

Referring Provider's Information

Provider's Name and Credentials:

Practice/Facility Name:

Provider's Email:

Provider's Phone Number:

Provider's Fax Number:

If additional information or communication is needed, what is your (referring clinician)
preferred method of contact?

] Email

(J Phone

O Fax

[J Other:

Client Information

Client's Legal First and Last Name:

Client's Preferred Name and/or Pronouns:

Which state does the client live in?
*Nutrition services are available for NJ, DE, NY, VT, CT, MA, and OH. Mental health therapy is
only available in PA.

Client's Date of Birth:




Client's Phone Number:

Client's Email:

What is the client's preferred method of contact?
[J Email
[J Phone

Which services is this referral for?
[J Nutrition counseling
(] Therapy
[J Meal support with a registered dietitian *Please note: this service is only available to
clients who already have a RD on their team. This serves as supplemental support for
the RD and treatment team

Diagnosis code:
Please list the diagnosis code(s) for the condition/reason for your referral. If there is not yet a
diagnosis, please describe the main reason/concern for the referral.

Client Files: Please fax the referral order for nutrition therapy and/or mental health therapy
including the diagnosis code (if applicable) with explanation or ROI of the client stating they give
consent to you reaching out.

Client's Health Insurance Provider (if applicable):
*Nutrition services are in network with Aetna, Highmark/BCBS (including Anthem and Horizon),
Populytics, and Capital BCBS. Therapy is in network with Highmark/BCBS and Populytics only.

Is there any other information you think would be helpful for us to know about this
client?




