Physician Referral / Order Form
Michale Chatham, RN, BSN, IBCLC, LMT
LMT lic: MT1277223, RN lic: 912041
Michale@michalechatham.com

Patient Name:______________________________________________
Patient DOB:________________________________________________
Patient Diagnosis: __________________________________________

I am referring this patient to Michale Chatham, BSN, LMT for the following: 
(Check issue)
· Health Maintenance/General Wellness 
· Stress Reduction/Relaxation 
· Chronic Pain/Pain Reduction 
· Strain/Sprain/Injury 
· TMJ / Sleep  Apnea Pain Reduction

Referring Practitioner: _____________________________________________________________________
Name: __________________________________________Title:  MD/ DO / APRN / PT/ DMD / DDS

Address:
	Street
	Suite
	City
	State
	Zip Code

Secure E—Mail for Communication and Report:_____________________________________

Office Contact for Communication: _____________________________________________

Movement Limitations:
	Body regions: Head, Neck, Shoulder R / L, Pelvis, Hips R / L
	Other: 
Additional Instructions: _________________________________________________________________
Approved Duration of Treatment:  #of Sessions: ______________
	OR Until Resolution of Symptoms ___________


[bookmark: _GoBack]Practitioner Signature: _________________________________________________________Date: _______________
Therapist Signature: ____________________________________________________________Date:_______________
Date Received in Office: ________________________________________
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