
Patient Name: _____________________________________________________________________________ 

Please complete all questions to help us determine if your patient may be evaluated in our facility .

Age of Patient: ________________________________  

Sex of Patient::           o Female o Male

       Sex of patient: o Premenarchal o Postmenarchal

Does patient have scoliosis X-rays:  o Yes o No

What is the degree of the curve in Cobb angle? ___________________________________________________________ 

Does the patient have back pain?  o Yes o No

If yes, how long with the back pain? _________________________________

Fax # 213-358-2746

Please fill out and fax back with referral form!

Thank you!

** Include X-ray report!
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