&% BrainHealth REFERRAL FORM

Please send the following items with the Referral form by
fax to: 1-877-766-3950

« Patient Demographics with Insurance Information
« Recent Clinic Note(s)
« Recent Labs

BrainHealth provides:

e Risk assessment + consultation
e Personalized lifestyle coaching
e Biomarker testing

Questions? e Biobanking
X< support@brainhealth.net o Referrals to specialists
. 916-314-8600 e Ongoing support

@ www.BrainHealth.net

REFERRING PROVIDER

Provider Name

Office Phone Office Fax

Specialty

Reason for
Referral

Name

Date of Birth / / E-Mail
Gender |:| Male |:| Female |:| Other (specify)

Address

Home Phone Mobile Phone

Additional notes or information:

Note

SUPPORT PARTNER INFORMATION

Name
Date of Birth / / E-Mail
Home Phone Mobile Phone

IMPORTANT: This facsimile transmission contains confidential information, some or all of which may be protected health information as defined by the federal
Health Insurance Portability & Accountability Act (HIPAA) Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to whom it
is addressed and may contain information that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law. If you are not the
intended recipient (or an employee or agent responsible for delivering this facsimile transmission to the intended recipient), you are hereby notified that any
disclosure, dissemination, distribution or copying of this information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the
sender by telephone (number listed above) to arrange the return or destruction of the information and all copies.



