
Referral for Acupuncture Treatment 
  

Date: ____/______/_________ 
  
Patient Name:  
_________________________________________________                          
                                                   
Primary Diagnosis: ______________________________________________ 
  
Secondary Diagnosis: ____________________________________________ 
  
Instructions/Precautions: _________________________________________ 
  
Current Treatment: ______________________________________________ 
 
Report to doctor in ________ wks  
  
Referring Physician: _____________________________________________ 
  
Physician Address:  _____________________________________________ 
  
Physician Phone:     _________________________________ 
  
  
Physician Signature:  _________________________________ 
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