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Healthy Start Doula Services 
Referral Form
Client Information
Referral Date:  ____________ 
Client Name (First, Last, M.I.) __________________________________DOB ____________________ 
Phone Number (____) ____________________________ Medicaid Number_____________________ 
Preferred Language __________________________________
Address_____________________________________________ City________________ State_______ Zip____________
Race:    ☐  Black/African American      ☐ White     ☐  Other __________________       Hispanic ☐ YES   ☐ NO  


Connect Okaloosa-Walton
Phone (850) 833-3999 (Options 1 & 6) | Fax (850) 833-9484

Other Insurance: _____________________________________

Type of Referral

Due Date _______      First Time Mom   ☐ YES   ☐ NO       



Reason for Referral


_____ Age less than 19 years old                      _____ Lack of support system                                      
_____ First-time mom                                        _____ History of depression, stress, and/or anxiety                                                            
Additional Comments:

 
Referral From Name/ Title ____________________________________________Phone__________________________

Referring Agency _________________________________    Email ____________________________________________

Please Fax referral to: 850-833-9484
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