
Please email all referrals to: 
admin@integrativemindbodytherapy.com 

 
 

Patent Referral Form 

Please complete this form to refer a patient for psychotherapy services. Our team will contact the 
patient within 1–2 business days. If requested, we will follow up with the referring provider (with 
the patient’s consent). 
  

Referring Provider Information 

Name:            

Clinic/Organization:          

Phone Number:          

Email Address/Fax Number:        

Would you like to receive follow-up/updates? 
□ Yes   □ No 

  

Patient Information 

Name:            

Date of Birth (DD/MM/YYYY):        

Phone Number:          

Email Address:          

Has the patient consented to this referral? 
□ Yes   □ No 

 
Presenting Concerns (Choose all that apply) 

□ Anxiety / Stress 
□ Depression / Mood Issues 
□ Trauma / PTSD 
□ Burnout / Adjustment 
□ Identity / Cultural Transitions 
□ Relationship / Interpersonal 
□ Other:           

  

Preferences and Additional Notes 

Preferred Therapist (if known):        

Additional Notes or Clinical Context:   
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