
 
Referring Physician: 
Address: 
Phone: 
Fax:  
_____________________________________ 

 
Physician Referral Form 

Fax to: 231-668-7695 
 
 

For Completion by Referring Physician: 
 

I wish to refer my patient to receive acupuncture treatments.  
 
 
Date of Referral:_______________________ 
 
Patient Name:___________________________________________________________ 
 
Patient Address:_________________________________________________________ 
 
Date of Birth:__________________________ 
 
 

♦♦♦ 
 
Physician Signature:_________________________________________________ 
 
Physician Printed Name:______________________________________________ 

 
 
 

Pathways Acupuncture 
Jennifer Payne, Dipl Ac, MAcOM, CMT 

733 E. Eighth Street, Ste 107 
Traverse City, MI 49686 
Phone: 231-633-2929 

www.PathwaysTC.com 
PathwaysTC@yahoo.com 

 
Fax to: 231-668-7695 

 


