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Referral Form

Thank you for referring your patient to HerPath OT & Wellness. Please complete the form below and fax to 

844.515.3071 with any relevant medical records or send with the patient.

Referring Provider Information

Provider Name: ______________________________________

Clinic/Practice Name: _________________________________

Phone Number: _______________________________________

Fax Number: _________________________________________

Patient Information

Patient Name: _______________________ Date of  Birth: _________________________

Phone Number: _______________________________________

Address: ____________________________________________

Referral Details:

Diagnosis/ICD-10 Code(s): _____________________________

Services Requested:

☐ Pelvic Health Occupational Therapy Evaluation & Treatment

☐ Perinatal Nutrition Support

☐ Fertility-Support Care

☐ Wellness / Coaching Services

I certify that the above information is accurate and that referral for evaluation and treatment is medically 

appropriate.

Provider Signature: _________________________________

Date: ______________________________________________

Once the referral is received, our team will contact the patient directly to schedule their evaluation.

HerPath Occupational Therapy & Wellness

115 N Valley Oaks Dr.

Visalia, CA 93292

Ph 559.730.1419

Fax 844.515.3071


