
MENTAL HEALTH REFERRAL FORM
Access our website or fill out a contact form by scanning the QR code below

By signing this form, I give consent for a referral to be made to Dr Christy Kane LLC for the
purposes of seeking mental health services. I understand that giving my consent is voluntary
and may be revoked at any time with written consent.

Referring Provider:

Address:

Phone Number:

Email:

Brief description of mental health concern or reason for referral:

Referring provider signature:

Client’s Signature:

Date:

385-223-0777 • 1250 E. 200 S. Suite B, Lehi, UT 84043 • admin@drchristykane.com
www.drchristykane.com

Client’s Name:

Phone Number:

Email:

Kari Turner
Email completed form to:
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