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Please contact the following patient with information about the Breaking Free of Chronic
Pain™ Program. We have informed the patient that their contact information will be
provided and that they will be contacted directly by your organization to schedule
participation.

Patient Information:

Name: Date of Birth:

Phone: email:

Referring Provider Information:

Provider Name:

Phone: Fax:

PLEASE SEND THIS FORM VIA FAX: (541) 245-9077

BreakingFreeofChronicPainTM, a Program of Integrative Healing and Recovery Programs, LLC
PO Box 66, Jacksonville, OR 97530

(541) 210-1952/Fax (541) 245-9077/Email: breakingfreeofchronicpain @gmail.com



