
 
 

Fax form to The Cognitive Connections:  (828)256-3623 

 

STEP REFERRAL  
 

Date of Referral: _______________    
 
 
Referral Name: ___________________________________ DOB ______________ 
 
Phone #_______________________________ 
 
Ages of children:___________________________________ 
 
Email _____________________________________________________________ 
 
Address: ______________________________City, ________________________ 
 
Phone #: ___________________   Cell #: _____________________ 
 
Email _________________________________________ 
 
 
 
Participant Signature _____________________________________________Date____________ 
 
 
Witness _________________________________________________________Date___________ 
 
 

 

 

 

 

 

 

 

 

 

 

 

Emily Worley QP, PSS, CSAC-Reg 

Prevention Specialist, Reclaiming Futures Engagement Fellow 

828-446-1205 

eworley@thecogcon.com 


