
PROVIDER REFERRAL FORM FOR KETAMINE/SPRAVATO THERAPY 
 
 

Referral to: 
 

 
 

5365 Mae Anne Ave, Suite A10 
Reno, Nevada 89523 
 

T: (775) 432-1500 
F: (775) 432-1002 
 

info@RadianceKetamineClinic.com 
www.RadianceKetamineClinic.com 
 

Date of Referral: __________________________ 
 

Referring Provider: 
 

Provider’s Name  
Clinic Name  
Address  
Phone Number  
Fax Number  
Email  
 

Patient’s Information: 
 

Patient’s Full Name  
DOB (mm/dd/yyyy)  
Home Address  
Home Number  
Cell Number  
Email  
Insurance  
Reason for referral  
Previous Treatments 

(i.e. antidepressants, 
pain treatments, etc.) 

 

Provider’s Signature  
* PLEASE INCLUDE CORRECESPONDING SOAP NOTES AND ANY LAB/IMAGING RESULTS. THANK YOU! * 


