
LOK Clinic – Referral Form 
1818 E Desert Inn Rd., Las Vegas, NV 89169 

Email: frontdesk@lokclinic.com 
Hours: Mon–Fri 7:00 AM–5:00 PM | Sat 7:00 AM–12:00 PM 

 
PATIENT & CASE INFORMATION 
Patient Name: ____________________________________________________________________ 
Date of Birth: _____________________________________________________________________ 
Date of Accident: __________________________________________________________________ 
Phone Number(s): _________________________________________________________________ 
Email: ____________________________________________________________________________ 
Reason for Referral / Chief Complaint: 
__________________________________________________________________________________ 
 
INSURANCE INFORMATION 
Insurance name ____________________________________________________________________ 
Insurance ID number ________________________________________________________________ 
Group number ______________________________________________________________________ 
Policy number ______________________________________________________________________ 

 
LEGAL INFORMATION (if applicable) 
Law Firm: __________________________________________________________________________ 
Attorney: __________________________________________________________________________ 
Case Manager: _____________________________________________________________________ 
Phone: ____________________________________________________________________________ 
Email: _____________________________________________________________________________ 

 
REFERRING PROVIDER INFORMATION 
Referring Provider: __________________________________________________________________ 
Contact Person: ____________________________________________________________________ 
Phone: ____________________________________________________________________________ 
Fax: _______________________________________________________________________________ 

 
IMPORTANT NOTICE & DISCLAIMER 
This section provides secure referral forms for healthcare providers and patients. Physicians and other referring providers should 
use this Referral Form to request a consultation for medical referrals involving pain management, interventional procedures, 
integrative treatments, osteopathic manipulative treatment, acupuncture, or related conditions. Attorneys, case managers, or 
patients involved in personal injury cases may use the same form for evaluation and treatment related to accident or injury cases.  

Important: Completed referral forms must be sent securely via our HIPAA-compliant email: frontdesk@lokclinic.com. Do not 
upload protected health information (PHI) through unsecured channels or public forms. Please attach the completed PDF directly 
to an email. Our team will review your referral and contact you within 1–2 business days. Questions? Call (702) 732-1063 or (702) 
732-0178, or email frontdesk@lokclinic.com. Thank you for choosing LOK Clinic for your pain management and integrative care 
needs 


