
Referral/Prescription Form 
TO: CHIROPRACTIC DIMENSIONS, LLP

Patient:____________________________________  DOB: ____/____/______  Phone: (____) _____-______

Diagnosis:_________________________________________________________________________________
______________________________________________________________________________________

ICD-9: 1)________ 2)________ 3)________ 4)________

Insurance Info (May send Copy of Card Front and Back):
Insurance Company: ____________________________  Claims/Benefit #: (____) ____-______
Insurance Company Address:____________________________________________________________
Group #: _______________________________  Member ID: __________________________________

Procedures Requested:
_____ Evaluation and Management (Sports Medicine, Pediatric, Chiropractic, Soft-Tissue) 
_____ Flexion/Distraction Therapy or Axial Distraction (Disc & Stenosis Cases)
_____ Spinal and/or Extremity Manipulation
_____ Soft-Tissue:  Active Release Technique Graston Technique       Trigger Point Therapy
_____ Ultrasound    Electrical Muscle Stim.    Heat    Icing     Vasocryocompression(GameReady®)
_____ Therapeutic Exercise (Functional Progressive Rehabilitation)
_____ Gait Analysis
_____ Core Stabilization Program
_____ Radiographs (Views Requested:___________________________________________)
_____ Nutritional Evaluation and Treatment
_____ Other:_________________________________________________________________

Frequency:_________________________________________________________________________
Re-Evaluation Request Date:____________________________________________________________

Precautions:________________________________________________________________________

Restrictions:_______________________________________________________________________________
_________________________________________________________________________________________
__________________________________________________________________

Physician Signature:____________________________ Date: _______________
Clinic Name:__________________________________Phone#:(____)____-______ Fax #:(____)____-______
(Every patient will be instructed in a home exercise program. You will always receive an initial evaluation and 
progress/discharge summary to keep you updated on our patient's progress.)

»»9068 Forsstrom Drive Ste. C-25   »»Lone Tree, CO 80124   »»www.chirodimensions.com

Dr. Tyler Fowler, DC
303.941.5621
chiro1006@hotmail.com

Dr. McKenzie Reifschneider, DC
303.710.0243

kenzie43@hotmail.com


