PATTENT REFERRAL &8V

FORM |-,y
LONEROCK CLINIC
PRIMARY CARE + MENTAL HEALTH =
COMPREHENSIVE CARE
DATE:
FROM (Provider): PROVIDER Phone:
PATIENT: PATIENT PHONE:

PATIENT INSURANCE:

GROUP AND ID NUMBER

| AM REFERRING THIS PATIENT FOR:

[J MENTAL HEALTH ASSESSMENT
[J MENTAL HEALTH MEDICATION MANAGEMENT
[J POST-CONCUSSION ASSESSMENT AND CLEARANCE
[J SPRAVATO KETAMINE ASSESSMENT - PLEASE USE OTHER FORM
[J DEMENTIA OR OTHER COGNITIVE TESTING
(J HEALTHY WEIGHT AND/OR GLP-1 INJECTIONS
[J THERAPEUTIC PHLEBOTOMY
(] OTHER
[J URGENT

PATIENTS CURRENT DIAGNOSES:

CONFIDENTIALITY NOTICE:

This document contains confidential information, some or all of which may be protected health information as defined by
the Federal Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule. This transmission is intended for the
exclusive use of the individual or entity to whom it is addressed and may contain information that is

proprietary, privileged, confidential and/or exempt from disclosure under applicable law. If you're NOT the intended
recipient (or an employee or agent responsible for delivering this facsimile transmission to the intended recipient), you

are hereby notified that any disclosure, dissemination, distribution or copying of this information is strictly prohibited

and may be subject to legal restriction or sanction. Please notify the sender by telephone to arrange the return or
destruction of the information and all copies. IF YOU RECEIVE THIS FAX IN ERROR, PLEASE CONTACT THE SENDER
IMMEDIATELY. THE SENDER WILL VERIFY AND GIVE INSTRUCTIONS REGARDING SECURE HANDLING AND/OR
DESTRUCTION OF THE FAXED MATERIAL(S).



