
Provider Referral Form 
Thank you for referring your patient! Once the information is received, I will reach out to 

the patient within 24 hours. Please ensure that your patient is expecting a call from us! 

Date: __________________________________ 

Referring Provider:  __________________________________________________________

Telephone: _________________________________________________________________

Email: _____________________________________________________________________

Office Contact (if other than provider): __________________________________________

Client’s Name: _____________________________________________________________

Client’s Contact Information: _________________________________________________

Reason for Referral: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 

Would the Provider value a follow-up connection once the initial consult has been 
completed? 

Yes No 

Does the provider prefer follow-up via: 

Telephone  Email 

Traci Owen, RN, BSN, CSC, SE 

Intimate Pathways Center for Sexual Health 
2297 N. 9th Street, Suite 121 
Broken Arrow, OK 74012 
Office: 918-283-7130   
Cell: 918-813-0880 
Fax: 539-367-2412 
Traci@intimatepathways.org 
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