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Physician Referral FAX Form
Diagnosis:
Patient Name: DOB: / /

Contact Phone: ( ) -

Request for Individual Therapy

[] Evaluation and/or [] Treatment
Prescribed Duration/Intensity (if applicable): weeks for weeks/sessions

Concermns:

Request for Couples Therapy

[] Evaluation and/or [] Treatment
Prescribed Duration/Intensity (if applicable): weeks for weeks/sessions

Concermns:

Request for Family & Group Therapy

[] Evaluation and/or [] Treatment
Prescribed Duration/Intensity (if applicable): weeks for weeks/sessions

Concerms:

Request for Spaced Retrieval Therapy

[] Evaluation and/or [] Treatment
Prescribed Duration/Intensity (if applicable): weeks for weeks/sessions

Concermns:

Request for EMDR Therapy

] Evaluation and/or [] Treatment

Prescribed Duration/Intensity (if applicable): weeks for weeks/sessions
Concerns:
from
Physician’s/Provider's Printed Name Name of Facility
/ /
Physician’s/Provider's Signature Date

Physician Referral FAX form 04/2021



