
Hypnotherapy Referral for Pain Management  

I authorize hypnotherapy for pain management for my patient ______________________________________

who suffers from pain located in his/her _______________________________________________________.

That has been diagnosed as _________________________________________________________________.

Hypnotherapy for pain management is limited to_________________________________________________

__________________________________________________________________________ Parts of the body.

Doctors Name ___________________________________________________________________________

Degree _________________________________________________________________________________

Practice /Work Address ____________________________________________________________________

_______________________________________________________________________________________

City __________________________________Country___________________________________________

Phone __________________________________________________________________

Email __________________________________________________________________

___________________________________ ______________________________
Doctors Signature Date MM/DD/YY

 

John Krukowski, C.H.                                                                    www.hypno-therapy.us 


