
                                     Patient Referral Form 
                                  Date: 

 

Referring Doctor and Patient Information 
 

Referring Doctor: 
 
Office Phone:                                                                      Fax: 
 
Patient Name:  
 
D.O.B.: 
 
Address:                                                                               City: 
 
Phone:                                                                                  Alternate number: 
 
Email: 

 
Service Recommended 

▪ Physiotherapy                                         
▪ Chiropractic 
▪ Massage Therapy  
▪ Acupuncture 
▪ Naturopathic Medicine 
▪ Custom Orthotics 
▪ Psychological Support 
▪ MVA & Whiplash treatment 
▪ WCB/WSIB 

    
   Special Instructions & Referring Doctor’s Comments 
 
 
 

 
 
 

Please fax a copy of the form to 1-403-460-6703 and give a copy to the patient. 
Or, email form to:  support@optimumwellnesscentres.com  

mailto:support@optimumwellnesscentres.com

