
REFERRAL FOR VESTIBULAR THERAPY

Patient information
Patient name: ________________________________________________    Date of birth:________________________

Phone number: ______________________________________________

Reason for referral
[   ]  Dizziness

[   ]  Vertigo (BPPV)

[   ]  Vestibular Migraines/Headaches

[   ]  Cervicogenic dizziness (neck related)

[   ]  Imbalance

[   ] Other

NOTES:

Provider name: _______________________________________________________

Provider clinic name:__________________________________________________

Clinic phone number:_________________________________________________

Clinic fax number: ____________________________________________________

Provider signature___________________________________________________     Date:_________________________


