
Counseling and Psychological Testing for Children, Adolescents, and Adults (03-103). 
Rendering Provider Name: Dr. Artemio Garcia Jr., Ph.D. | Rendering Provider NPI: 1639690472 

“Better quality of life through behavioral health education and exceptional care” 

Garcia’s Family Wellness, PLLC | 216 N. FM 3167 STE 6, Rio Grande City, TX 78582 
info@garciasfamilywellness.com | www.garciasfamilywellness.com 

Office: (956) 844-3000 | Fax: (956) 467-4812 

Medical Provider Referral Form 
Providers may use this referral form to refer individuals to our clinic. If your organization has its own referral process or 

referral form, please continue to use your established procedures. 

Referral Date: __________________  Name of person filling out referral:____________________________ 

Referring Provider: 
Provider Name: ____________________________________ Provider NPI:__________________________ 
Clinic/Practice: __________________________________________________________________________ 
Phone: ______________________________________            Fax:  _________________________________ 
Authorized Representative/Provider Signature: x________________________ Date: _________________ 

Patient Information: 
Patient Name: ________________________________________DOB: _________________ Age: _________ 
Parent/Guardian Name (if minor): __________________________________ Phone: __________________ 
Gender: ☐Male ☐Female | Referral Type: ☐Routine  ☐Urgent | Preference: ☐In-office  ☐Telehealth 
Preferred Language: ☐ English ☐ Spanish ☐ Other: ____________________________________________ 

Insurance: 
☐ Medicaid ☐ Medicare ☐ Commercial ☐ Self-Pay ☐Other:_____________________________________
Insurance Name: __________________________________________________________________________
Member ID: _________________________________ Group Number:_______________________________
Is member the primary insured: ☐ Yes  ☐No - If not, primary member name & relationship to patient:
Name: ________________________ DOB:_____________ Relationship to patient: _______________

Requested Service(s): 
☐ Individual Counseling ☐ Family Therapy ☐ Psychoeducation ☐ Psychological Evaluation
☐ Other:_________________________________________________________________________________

Reason for Referral / Relevant Symptoms: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Current Referral ICD-10-CM Diagnosis Code(s): 
__________________________________________________________________________________________ 

Current Medications: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Additional Information: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

Please attach any relevant records, prior evaluation documentation, IEP/504 plans, medication lists, or supporting 
documentation that would facilitate a prior authorization for services if needed. 

Fax or email completed referral: Fax: (956) 467-4812 | info@garciasfamilywellness.com 
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