
Form #13: Consultation Request Form 

 

The Counseling Team International 
41750 Rancho Las Palmas Dr. Ste #O-2  

Rancho Mirage, CA 92270 

Ph: (800)651-1021 Fax: (949)855-7575 

Email: deaeapbilling@thecounselingteam.com 

 
CONSULTATION REQUEST FORM 

 

 

Case Number ________________________ 

 

Division: _________________________                  SAC/ASAC/RAC:_________________________________      

 

Address: _____________________________________________________________Phone:________________ 

 

Date(s) of Consultation:      Type of Consultation: 

 

______________________________________         □ Management      □ Organizational      □ Crisis Intervention 

 

Purpose for Consultation: (Manager Concerns, Initial Problem Statement) 

 

____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

 

 

Estimated Hours Required:_________  Estimated Travel Time:________ Estimated Travel Cost:___________ 

 

 

Requesting Manager’s Name:       _____________________________        ______________________________ 

       Printed                          Signature 

 

Area Clinician Requested _____________________________        ______________________________ 

       Printed                          Signature 

 

Review of Request:   _______________________________________________ Date: _________ 

       Administrative Clinician 

 

Hours Approved: __________   

       

 

 DENIED __________________________________________________________________________ 

  

 

mailto:deaeapbilling@thecounselingteam.com

