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CSM Counselor Referral Network
Confirmation and Verification Form

CONFIRMATION [To be completed by Provider prior to first visit with student.]

Mental Health Provider: Your name here


Address: Address



City

Zip Code
Phone #: phone

Fax #: Fax number
Email: Email Address


Student’s Name: First Name, Middle Initial, Last Name
Student’s CWID: Not SSN


DOB:      
Address: Address



City

Zip Code
Phone #: phone



Email: Email Address


DATE OF FIRST APPOINTMENT:      
NAME OF COUNSELOR WHO MADE REFERRAL:  FORMDROPDOWN 

PROVIDER: PLEASE COMPLETE THE TOP HALF OF THIS FORM AND EITHER FAX IT TO THE CSM COUNSELING CENTER [303-384-2009] OR EMAIL TO KRISTEN WIEGERS THROUGH WORDSECURE©





VERIFICATION [To be completed by the CSM Counseling Center only when student is not eligible.]

The above named student:

 FORMCHECKBOX 
  Is NOT ELIGIBLE to participate in the CSM Counselor Referral   


Network.


 FORMCHECKBOX 
 NOT referred by the CSM Counseling Center

 FORMCHECKBOX 
 Student does not participate in the CSM Student Health Benefit Plan

 FORMCHECKBOX 
 Student is NOT authorized for additional visits by the CSM 



Counseling  Center Director as of: date
Name of CSM Counseling Center representative verifying this information:  FORMDROPDOWN 

Signature and date: ________________________________________________
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