
PEACE OF MIND, INC 
817 WEST FRONT STREET 

LILLINGTON, NC 27546 
T 910-814-2197 
F 910-814-2167 

 
 

Service Order Form 01-2014 

 

Client:  
DOB:   

Record Number:  

Insurance Number:  
 
Treatment is medically necessary for the above-named client.   
 

Service 
Date of 
Order 

Medical Provider’s Signature NPI # 

Outpatient Therapy- 
Individual/Group/Family 

   

Dear Medical Provider: 

 

The client or legal guardian of the client listed below has requested outpatient 

mental health services from a therapist in our office.  
 

Please date and sign below authorizing us to provide this service to the client. 

 

 

 Fax completed form to 910-814-2167. 

 

Confidentiality Note:  The documents accompanying this facsimile transmission may contain confidential information.  The 

information is intended only for the use of the individual or entity named above.  If you are not the intended recipient , or the person 

responsible for delivering it to the intended recipient, you are hereby notified that any disclosure, copying, distribution or use of the 
information contained in this transmission is strictly PROHIBITED.  If you have received this transmission in error, please notify the 

sender immediately by telephone or by return FAX and destroy this transmission, along with any attachments.  Thank you. 

 

If you have any questions or there is a problem with signing this form please call Mary at: 
 

 

910-814-2197. 
  

Thank you! 
 


