
 Patient Referral Form 
 Please fax this form to Psychiatric Wellness at (661) 231-3153. 

 In addi�on, please fax demographic and insurance informa�on, and any other per�nent 
 medical records (ex. labs, diagnosis, etc). 

 Patient Information: 

 Patient name: 

 Date of Birth:  Patient Phone Number: 

 Street Address: 

 City/State/Zip: 

 Reason for referral: 

 Additional Notes: 

 Provider Information: 

 Provider's name (please print): 
 First  Middle  Last 

 Provider's signature:  NPI: 

 Phone:  Referral Date:  Fax: 

 Date of Office Visit:  Street Address: 

 City/State/Zip: 

 How did you hear about Psychiatric Wellness? 


