
LIFELONg 
Adult Education Services, Inc. 

1175 Osage Street, Ste. 201 
Denver, CO  80204 

REFERRAL FOR SERVICES 
 

Fax to 303/573-0849 with your agency’s authorization for service.  
 

 
PLEASE PRINT CLEARLY or TYPE 

 
TODAY’S DATE: ____________________________ 
 
ATTENTION:  MARY COSTA, MA / SHANA COHEN, LCSW / BEN DEVOSS, LPC/ DANA GROTE, PhD /   

LEAH LEMOINE, BA/ GARY MACDONALD, PhD/LINDSEY SPRAKER, LSW 
(Circle one)      
CLIENT NAME: _____________________________ CLIENT PHONE: __________________________ 
 
CLIENT ADDRESS: ________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
REFERRAL SOURCE: ___________________________ REFERRAL PHONE: ________________________ 
(PERSON FILLING OUT FORM) 
 
REFERRAL AGENCY:             
REQUESTED SERVICES: 
 
_______PSYCH/LEARNING EVAL.    _______COUNSELING/THERAPY/LIFE SKILLS 
 
_______SPECIALIZED INSTRUCTION/GED   _______CONSULTATION  
 
__________________________________________________________________________________________ 
REASON FOR REFERRAL: (Please tell us why you would like your client evaluated, seen in therapy, or what educational or training goal you 
are interested in helping your client to reach.  Please be specific.) 
 
                
 
                
 
                
 
                
 
                
 

 
 
 
_____________________________________________________ __________________________ 
Signature of person authorizing service     Date 


