
Referral Form 
 

Robert G. Haddad, DC, Rph  
12 E. Rowan Ave., Suite 3 
Spokane, WA   99207-1281 
(509) 487-8000 t  (509) 487-6333 f 

 
 

 
 

Specializing in the Treatment of Whiplash and Soft Tissue Injuries 

 
Patient Name: _______________________________________________________ 

Phone Number: (____)_______________  Date of Injury: ____/____/_______ 

 

Diagnosis: ___________________________________________________________ 

 

Precautions/Special Instructions: _____________________________________ 

_____________________________________________________________________ 

 

□  Please forward progress reports  

□  Please order any necessary imaging 

□  Please make any necessary referrals (neurology, injections, etc.) 

 

 

Physician Signature: ________________________________  MD, DO, ARNP, PAC 

 

Clinic Name: ________________________________________________________ 
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