
PATHWAY CLINIC, SC 
 

M. D. REFERRAL FORM 
 

 
 

_____________________________________________________   HAS A  
Client/Patient Name    (Date of Birth) 

 
DIAGNOSIS OF: ______________________________________________ 
 
____________________________________________________________ 
 
 
Client’s Medical Assistance Number if appropriate: __________________ 
 
 
IT IS RECOMMENDED THAT HE/SHE RECEIVE PSYCHOTHERAPY. 
 
 
 
 
___________________________________  __________________ 

Signature of Physician            Date 

 
 
Physician’s Medical Assistance Number:  _______________________ 
 
 
 
Please return this form to Pathway Clinic at the Prairie du Sac address 
below, or fax to (608) 643-5014.  THANK YOU! 
 
Pathway Clinic, 560 4th St., Prairie du Sac, WI 53578 
 
M.D. Referral.2005 


