
 

     

 

Insight Guidance Group Referral Form 

Date: _________________    Referred by: ___________________________    

Recipient Name: ____________________________________________ 

Age: _______ DOB: ________________ SSN: _____________________ 

School Attending: __________________________________________ 

Parent/Guardian Name: ____________________________________ 

Address: __________________________________________________ 

City: ___________________________, LA Zip: __________________  

Phone: ______________________ Cell Phone_____________________ 

Alt. Contact: ________________________ Phone: _________________ 

Reason for Referral: (check all that apply) 

____ Behavioral Issues      ____ Aggressive    ____ Depression 

____ Suicidal    ____ ADHD    ____ Bipolar    ____ Disturbed Moods  

____ Schizoaffective   ____ Substance abuse    ____ Poor academics  

I understand that there are other companies in my parish providing similar services to that 

of Insight Guidance Group.  I hereby elect to pursue evaluation and services with Insight 

Guidance Group at this time.  

Signature __________________________________ Date ___________________ 

Medicaid #: ________________________   Bayou: ________________________ 

 

Insight Guidance Group 
819 St. John Street, Lafayette, LA 70501 

Phone: 337-534-0770 Fax: 337-534-4370 

Email: admin@insightguidancegroup.com  
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