
Date: 

Patient Name:   

Date of Birth: 

Referring Physician: 

Clinic Name: 

Address: 

Phone: 

Fax: 

Diagnoses/Reasons for Referral: 

 

 

Date of Recent Medical Diagnostic Examination: 

Results of Exam (Please elaborate or attach a report of results): 

 

 

 

Please indicate any conditions or restrictions to treatments: 

 

 

 

Signature of Physician: 

Referred to:  Gurneet M. Singh, Registered Acupuncturist 

                      Lotus Healing, LLC 

                      Triune 

                      325 Cherry Street 

                      Philadelphia, PA  19106 

                      Phone:  (215) 627-6279 

                      Fax:  (215) 627-7244 

PLEASE FAX COMPLETED REFERRAL FORM TO:  

215-627-7244.  A COPY OF THIS FORM WILL BE 

RETAINED IN THE PATIENT’S CHART.  I 

APPRECIATE YOUR REFERRAL.  THANK YOU. 
Confidentiality Statement:  This message is intended only for the use of the individual 

or entity to which it is addressed and may contain medical information that is privileged, 

confidential and exempt from disclosure under applicable law. If the reader of the 

message is not the intended recipient, you are hereby notified that any dissemination, 

distribution or copy of this communication is strictly prohibited. If you have received this 

communication in error, please immediately notify us by telephone and destroy all 

documents related to this facsimile. 


