
 4000 McEwen Road 
Dallas, TX 75244 

Phone (877) 269-7573 
Fax (877) 804-8208 

Raising Well Personal Referral Form 
Referral Date: Referred By: 

Patient Information 

Patient Name: 

Date of Birth: Patient Sex: Female Male

Patient Height: (inches). Weight: (lbs.). BMI 
percentile: 

Other Significant 
Diagnoses: 

Patient Address: 

Parent/Caregiver 
Name: 
Parent/Caregiver 
Home Phone: Other Phone: 

Does the patient have any 
activity restrictions? Yes No If yes, please explain.

 Aerobic/Cardio: 

 Resistance Training: 

 Orthopedic Limitations: 

  Medical Conditions: 

Does the patient have dietary 
restrictions or food allergies? Yes No If yes, please explain.

  Food Restrictions/ 
   Allergies: 

Provider Information 

Healthcare Provider Name: 

Mailing Address: 

Email Address: 

Office Phone: Fax: 

Additional comments 

Signature and Credentials of Person Completing Form

Please fax this completed form 
to 1-877-804-8208. 

LHCC_PedOb 11/10/15 
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