
 

2401 West Horizon Ridge Parkway, Suite 110 Henderson, NV 89052 
Office:  725-500-5785  Fax:  725-715-2123 

REFERRAL FORM 

Date_____/_____/_____ 

REQUESTED BY 

 

Name_________________________________________________________________ 

 

Location____________________________ Phone Number____________________ 

 

PATIENT DATA 

 

Patient Name_______________________________ Date of Birth_____/_____/_____ 

 

Patient Phone__________________________ Email___________________________ 

 

Insurance______________________________ 

 

Please scan and email the completed form to intake@lsbhtherapynv.com 

Or Fax to 725-715-2123 

mailto:intake@lsbhtherapynv.com

