
*Insurance Type: 

Behavioral Health Referral Form
Referring Practice:   

Referring Practice Fax:   

Referring Practice Phone:  

*Patient Insurance Member ID:  

*Practice Name:                

Patient Name (Last, *First):  

Patient Date of Birth:         

Patient Phone Number:     

*Patient Email Address:       

Patient Address:                

Presenting Concern: 

Services Requested:

CONFIDENTIALITY NOTICE:
This facsimile message is covered by the Electronic Communications Privacy Act, is confidential and may include legally 
protected information. If you are not the intended recipient or you have received this facsimile by mistake, printing, copying, 
storing or disseminating in any way is strictly prohibited and doing so could subject you to civil and or criminal action. Please 
notify the sender by telephone that you have received this facsimile by mistake, and delete the information you have received.

To speak with a SonderMind Care Coordinator call (888) 966-1665  
or email carecoordinators@sondermind.com

To: SonderMind               

Attn: Care Coordination Team  

Fax: (844) 416-0584              

Email:  carecoordinators@sondermind.com

*Required field

*Patient Insurance Group #:
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