KAIZEN

BRAIN CENTER

Your Mind, Your Future.

Referral Request

Date:

REFERRING PROVIDER INFORMATION:

Referring Doctor:

Medical Group:

Phone:

Fax:

Address:

City:

ZIP:

This form completed by:

Email:

PATIENT INFORMATION:

Last Name:

First Name:

MI:

DOB:

Patient’s Address:

Phone: Gender:

Needs interpreter? Yes No

Language:

REASON FOR REFERRAL:

Diagnosis/ICD Code:

Service/Specialty Requested:

Provider Requested:

Type of Service Requested:

[0 Consultation
[ Second Opinion

[1 Other (please specify):

DOCUMENTATION REQUIRED (Please fax with this form):

[ Relevant Clinical Notes and Test Results
[ Authorization Information (if required)

866.277.2659 rx 858.779.2511

4180 La Jolla Village Drive, Suite 240, La Jolla, CA 92037
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