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209 Washington Street West, STE 200, Charleston, WV 25302 
Phone: 304-539-0342 | Fax: 304-202-7879 

www.mosaicwellness.life 
 

 
NEW PATIENT REFERRAL FORM 

 
Date of Referral: _________________________________________ Employee Initials: ___________________ 

Referring Doctor/Source: ____________________________________________________________________ 

Referral Source Phone: __________________________ Referral Source Fax: ___________________________ 

 
PATIENT INFORMATION 

 
Patient Name: ______________________________________________ Patient DOB: ____________________ 

Patient Legal Guardian (if minor): ______________________________________________________________ 

Patient Address: ____________________________________________________________________________ 

City: ___________________________________________________ State: __________ Zip: _______________ 

Patient Phone Number(s): ____________________________________________________________________ 

Therapist Preferences (if any): _________________________________________________________________ 

Reason for Referral:          Counseling                      Speech/Feeding                      Psychological Evaluation 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Diagnosis (if any): ___________________________________________________________________________ 

Current Medications (if any): __________________________________________________________________ 

__________________________________________________________________________________________ 
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INSURANCE INFORMATION 

  
Primary Insurance: __________________________________________________________________________ 

Identification Number: _______________________________________________________________________  

Name of Policy Holder: _______________________________________________________________________  

Relationship to Patient: __________________________________ Policy Holder DOB: ____________________ 

Mosaic Wellness is in network with the following commercial insurances: 

Blue Cross Blue Shield, AETNA, The Health Plan, PEIA/UMR, and Peak Health 

*NOTE: We do not accept Medicaid at this time.* 

 

Our office will make two attempts to contact referrals. Once the patient has been 
contacted, our office will fax a referral update. Thank you for this referral!  

 
 
 

 
 
 

 


