
REFERRAL FOR CHIROPRACTIC CARE

Patient Name: _____________________________________ DOB: ______________ □Male □Female

Primary #: __________________________ Secondary #: ______________________________________

Zip Code: _______________ Insurance Provider: __________________ Member #: ___________________

Patient Signature (if releasing records): _________________________________________________________

□Please release my records from the referring provider to Family Wellness at Teravista.

Patient Complaint: _____________________________________________________________________

_____________________________________________________________________________________

Condition is due to: □Metabolic Syndrome □ Sports Injury □ TMJD □ Other □ Unknown

Diagnoses: ____________________________________________________________________________

Date of Onset or Injury: __________________________________________________________________

□ Patient Will Call to Schedule □Call Patient to Schedule □ Evaluate & Treat

Referring Physician Name: _______________________________________________________________

Staff Contact:__________________________________________________________________________

Office Address: _________________________________________________________________________

Office Phone: ____________________________ Office Fax: _____________________________________

Referring Physician Signature: ________________________________________ Date: ________________

4000 SUNRISE ROAD, STE. 3200 ROUND ROCK, TX 78665 P: 512.248.9355
WWW.TERAVISTAWELLNESS.COM F: 512.233.1010

http://www.teravistawellness.com

