
Season Health – Referral Form
Compassionate, Inclusive, Whole-Person Care

Patient Name:

Date of Birth:

Insurance:

Symptoms/Diagnosis:

Preferred Season Clinician:

General Psychiatric Care/Medication 

Trauma-Informed Gynecologic Care 

Perinatal Mental Health / Postpartum Support 

Lactation / IBCLC Services

Preferred Contact Method:

Phone Call

Text Message

Email

Pt Contact Info (Phone or Email): 

Referring Clinician:

Clinician Preferred Contact:

Referral Type:

Fax completed form to 316-854-9673
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