Appalachian State University
Referral Form

Student:_________________________________________________ DOB: _______________________
Phone:____________________________________ Email:_____________________________________

When this referral was made the student appeared to be at moderate risk for deterioration of social and/or academic functioning. We would appreciate you contacting the referral source if the student:
____never attended the initial appointment.
____demonstrates ongoing attendance problems.			
____is non-compliant to treatment recommendations.
____ pre-maturely ended treatment.
____ demonstrates the need for increased support from the university.
 
Additional referral information:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

The student was referred by the following office(s): 
____ Counseling and Psychological Services Center       ____Dean of Students

Contact Information of referral source:
Name: ____________________________________ _ Phone: ______________ ___________________
Fax:________________________________________ Email:___________________________________
