
	
   	
   	
   	
   	
   	
   	
   Patient	
  Referral	
  Form	
  
Naturopathic	
  Clinic	
  of	
  Issaquah	
  

48	
  Front	
  Street	
  N	
  
Issaquah	
  WA	
  98027	
  

Phone:	
  (425)391-­‐1080	
  
Fax:	
  (425)391-­‐7930	
  	
  

	
  
Date:	
  _______________	
  Referring	
  Professional:	
  ___________________________________________________________________	
  
Address:	
  _________________________________________________________________________________________________________	
  
Phone	
  Number:	
  _________________________________________	
  Fax	
  Number:	
  ________________________________________	
  
#	
  of	
  Pages:	
  _______________	
  (including	
  cover)	
  	
  
	
  

Check	
  if	
  needed	
  at	
  your	
  clinic:	
  	
  
! Additional	
  referral	
  forms	
  
! Business	
  cards	
  (please	
  circle):	
  	
  	
  	
  	
  	
  	
  Dr.	
  Bizzy	
  Riley	
  	
  	
  	
  	
  	
  	
  	
  	
  Dr.	
  Bethany	
  Glynn	
  	
  

	
  
We	
  are	
  referring	
  the	
  following	
  patient	
  to	
  Naturopathic	
  Clinic	
  of	
  Issaquah	
  for	
  the	
  selected	
  services.	
  	
  
	
  
Patient’s	
  Name:	
  ________________________________________________________________________________________________	
  
Date	
  of	
  Birth:	
  ___________________________________________________________________________________________________	
  
Referring	
  Diagnosis:	
  __________________________________________________________________________________________	
  
ICD-­‐9	
  Code(s):	
  __________________________________________________________________________________________________	
  
Patient	
  Insurance:	
  _____________________________________________________________________________________________	
  
	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  (Please	
  provide	
  the	
  name	
  of	
  the	
  patient’s	
  insurance	
  company)	
  	
  
	
  
Contact:	
  

! Please	
  call	
  this	
  patient/family	
  for	
  an	
  appointment	
  at	
  (phone)	
  ____________________________________	
  
! The	
  patient/family	
  would	
  like	
  to	
  call	
  to	
  set	
  up	
  an	
  appointment	
  

	
  
Requested	
  service(s)	
  to	
  be	
  provided:	
  	
  

! Naturopathic	
  Medicine	
  Initial	
  Visit	
  -­‐	
  evaluation	
  and/or	
  treatment	
  as	
  needed	
  	
  
! Homeopathic	
  Initial	
  Visit	
  -­‐	
  evaluation	
  and/or	
  treatment	
  as	
  needed	
  	
  
! Nutrition	
  Initial	
  Visit	
  -­‐	
  evaluation	
  and/or	
  treatment	
  as	
  needed	
  	
  
! Other	
  (please	
  specify):	
  ____________________________________________________	
  

	
  
Follow-­‐up:	
  	
  

! Please	
  send	
  the	
  patient	
  back	
  to	
  my	
  office	
  for	
  continued	
  care,	
  no	
  need	
  to	
  fax	
  records	
  
! Please	
  send	
  the	
  patient	
  back	
  to	
  our	
  office	
  for	
  continued	
  care,	
  and	
  fax	
  records	
  to	
  our	
  office	
  

following	
  treatment	
  
o Specify	
  records	
  requested	
  and	
  date	
  range:	
  _______________________________________________	
  

! Please	
  fax	
  records	
  to	
  our	
  office	
  following	
  treatment,	
  but	
  no	
  continued	
  care	
  is	
  needed	
  from	
  
our	
  office	
  

o Specify	
  records	
  requested	
  and	
  date	
  range:	
  _______________________________________________	
  
	
  
Additional	
  Comments:	
  
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________	
  
	
  
Physician/Practitioner	
  Signature:	
  _____________________________________________________________________________	
  
	
  
CONFIDENTIALITY	
  NOTICE:	
  The	
  information	
  contained	
  in	
  this	
  transmission	
  is	
  confidential	
  and	
  intended	
  for	
  the	
  addressee	
  
only	
  and	
  may	
  contain	
  information	
  that	
  is	
  privileged,	
  confidential,	
  and	
  exempt	
  from	
  disclosure	
  under	
  applicable	
  laws.	
  If	
  the	
  
reader	
  of	
  this	
  transmission	
  is	
  not	
  the	
  addressee,	
  the	
  addressee’s	
  agent,	
  or	
  the	
  person	
  responsible	
  for	
  delivering	
  this	
  
transmission,	
  you	
  are	
  hereby	
  notified	
  that	
  any	
  dissemination,	
  distribution,	
  or	
  copying	
  of	
  the	
  information	
  in	
  this	
  transmission	
  is	
  
PROHIBITED.	
  If	
  you	
  receive	
  this	
  transmission	
  in	
  error,	
  please	
  notify	
  the	
  sender	
  immediately	
  by	
  calling	
  collect	
  and	
  return	
  the	
  
facsimile	
  documents	
  to	
  us	
  by	
  first	
  class	
  mail	
  to	
  the	
  address	
  above.	
  Thank	
  you	
  for	
  your	
  cooperation.	
  	
  


