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Robert L. Geist, PhD LLC 
Licensed Psychologist 

9238 Madison Blvd., Suite 116
Madison, AL 35758 
Phone:  256-510-5400 
Fax:  256-510-5410 
Email: rgeistphd@gmail.com 

Date: ________________ 

Patient Name: ______________________________________ DOB: _______________ Phone #: ___________________ 

Mailing Address: ____________________________________ Email Address: __________________________________ 

Insurance Company: _________________________________ Contract Number: ________________________________ 

Referring Clinician: _________________________________________________ 

Office Phone #: _____________________________________ Fax #: _________________________________________ 

(For Office Use Only) 

Appointments needed:      1 two-hour      2 two-hour  1 one-hour AND 1 two-hour 

Effective dates: __________-__________   Covers ________% of allowed amount.  Copay / Coinsurance: ____________ 

Deductible applies?  Yes  /  No Individual: _________ met of _________  Family: _________ met of _________ 

OOP applies?  Yes  /  No Individual: _________ met of _________  Family: _________ met of _________ 

Referral required?  Yes  /  No  Preauthorization required?   Yes  /  No    

Exclusions: _______________________________________________________________________________________ 

Insurance Guarantor Name: ___________________________________________ D.O.B. ______________ 

Insurance Rep Name: _____________________________________________ Call Ref. #: _________________________ 

Clinician Referral Form 

Once completed, please email to drgaines@gainespsych.com or Fax to 256-870-2298. Thank you for your referral! 

Please list reason for referral: 

Entered: 

Testing Therapy Testing & Therapy 
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