
Supervisor Referral     1 

SUPERVISOR REFERRAL FORM 
For Mandatory Referrals To The 

EMPLOYEE ASSISTANCE PROGRAM  

Note to the Supervisor:  If this is your first time to make a mandatory referral to the EAP���D�Q�G���\�R�X����
�K�D�Y�H���T�X�H�V�W�L�R�Q�V����please call 806-743-1327��

SUPERVISOR AND EMPLOYEE INFORMATION  

Please print 

Employee’s Name: __________________________________     Referral
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