
 

 

         ACUPUNCTURE REFERRAL FORM 
 
Referring Physician: ________________________________________ 
 
Address: __________________________________________________ 
 
Phone: ____________________________________________________ 
 
Fax: ______________________________________________________ 
 
                          
                             For completion by Referring Physician: 
 
I wish to refer my patient to receive acupuncture treatments. 
 
Date of Referral: ____________________________________________ 
 
Patient's Name: _____________________________________________ 
 
Patient's Date of Birth: _______________________________________  
 
Reason for Referral / Symptoms: _______________________________ 
 
__________________________________________________________ 
 
__________________________________________________________ 
 
Physician's Signature: ________________________________________ 
 
Progress Report: none ____ verbally by patient ____ end of treatment ____ 
 
____________________________________________________________ 
 
 
Acupuncture / TCM Detox Center 
Ricardo B Serrano, R.Ac. Registered Acupuncturist 
#601 - 110 West 4th Street 
North Vancouver, B.C. 
V7M 3H3 Canada 
604-987-1797 
http://www.acutcmdetox.com 
acudetox@acutcmdetox.com 
 


