
Name of facility: _____________________________________________

Name of provider/ therapist: ___________________________________ 

Referring Provider: Carmen Kosicek, PMHNP 

Visionary Psychiatry 
Office: 535 SE Washington St, Hillsboro, OR 97123 

Email: visionary@vpteam.hush.com 
Phone: (503) 755-6703 Fax: (503) 755-6704

P a t i e n t  R e f e r r a l  F o r m

This letter and any documents attached to it are confidential and may contain information that is protected from disclosure by various federal and state
laws, including the HIPAA privacy rule (45 C.F.R., Part 164) This information is intended to be used solely by the entity or individual to whom this fax is

addressed. If you are not the intended recipient, be advised that any use, dissemination, forwarding, printing, or copying of this fax without the sender’s
written permission is strictly prohibited and may be unlawful. Accordingly, if you have received this fax in error, please notify the sender immediately by

return fax or call (262-260-9000), and then shred this document. Copyright 2002-2019, HIPAATraining.com 

Insurance: __________________________________ Member ID: _____________________________________ 

Refer the patient to: 

Visionary Psychiatry
535 SE Washington St Hillsboro, OR 97123 
Phone: (503) 755-6703 
Fax: (503) 755-6704 
Email: visionary@vpteam.hush.com

Date of Reference:
Patient Name: 

Preferred name: 

Address: 

City:
Phone number: 

Referral Urgent: 
Date of Birth: 

Yes No 

Email: 

State: 

PCP Therapy 

Zip Code: 

 

Need medication management? We are accepting new patients!
Fax or email us your referrals. 

Attachments:

Chart notes

Lab results

MRI results

Medication List

Others: ___________________________________
________________________________
________________________________
________________________________
________________________________

Others:___________________________

Reason for Referral:___________________________

Patient is aware and consents to Referral Yes No


