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ECTC SELF-REFERRAL FORM (FREE CONSULTATION) 
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 Patient Full Legal Name:               DOB: 

Parent Contact Name (pt. under 18 y.o.): 

Preferred Phone: Best time to call: 

Medical Insurance Plan Name:                                                           

(Please bring Insurance Card to visit) 

 PPO    HMO  OTHER:__________ 

 

Patient’s Primary Care Provider: Phone: Fax: 

 

Reason for Referral: 

 

 

EXTERNAL SERVICES 

 

Has the patient had any of the following services? :  NO YES: (Provide Facility Name) 

REGIONAL CENTER   

SCHOOL IEP   

ABA SERVICES   

SPEECH THERAPY   

OCCUPATIONAL THERAPY   

PYSHICAL THERAPY   

 OTHER: 

 

*If answered YES to any of the questions above, please bring documents to visit* 

 


