
Patient Referral Form 

NeuroHaven Mental Health Clinic

Address: 8905 W Post Rd Ste 110, Las Vegas, NV 89148

Phone: (725) 217-3519 

Fax: (725) 348-0846

Email: Info@neurohavenmhc.com

Website: www.neurohavenmhc.com

PATIENT INFORMATION

Full Name: ________________________________________________

 Date of Birth: ___________ Phone Number: _______________

Home Address: ___________________________________________

City:__________________ State:________ Zipcode: ____________

E-mail: _____________________________

Referring Provider Information

Provider Name: _______________________________________ 

Clinic Name: __________________________________________ Address: ___________________________________

Phone: ______________________   Fax: ________________________ Email: ________________________________

Reason for Referral: 

Primary Concern / Diagnosis: ___________________________________________________________________

Symptoms / Relevant History: 

___________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________

Ketamine Treatment Information

Has the patient previously received ketamine treatment? ☐ Yes ☐ No
 If yes, please describe: _______________________________________________
Preferred route: 

IV Infusion 
Intranasal (Compounding) 
 Unsure

Transportation Needs
Patient has their own driver
Please arrange NeuroHaven driver for patient

Preparation & Integration Support
Included through NeuroHaven
Provided by referring provider/therapist

(Note: For safety reasons, patients cannot drive themselves after treatment)

Clinic Option for Ketamine Services

Patient will receive ketamine treatment at NeuroHaven Clinic
Patient will receive ketamine treatment at Referring Provider’s Clinic
 (Ketamine sessions provided on-site at your clinic are $250 per treatment paid upon booking. Referring 

https://www.bing.com/ck/a?!&&p=31af4a93e3d80f6f81a86ebdee63f121d09292612758a317c3e67d0e629a0d22JmltdHM9MTc1NjMzOTIwMA&ptn=3&ver=2&hsh=4&fclid=113ab489-9099-6f01-2a26-a105911b6e9c&u=a1L21hcHM_Jm1lcGk9MTI3fn5Vbmtub3dufkFkZHJlc3NfTGluayZ0eT0xOCZxPUVsaXRlJTIwTWVkaWNhbCUyMFN1aXRlcyZzcz15cGlkLllOODczeDc2ODY3OTMyOTEzNzAzODkwMDgmcHBvaXM9MzYuMDczNDIxNDc4MjcxNDg0Xy0xMTUuMjg2NjU5MjQwNzIyNjZfRWxpdGUlMjBNZWRpY2FsJTIwU3VpdGVzX1lOODczeDc2ODY3OTMyOTEzNzAzODkwMDh-JmNwPTM2LjA3MzQyMX4tMTE1LjI4NjY1OSZ2PTImc1Y9MSZGT1JNPU1QU1JQTA&ntb=1
https://www.bing.com/ck/a?!&&p=31af4a93e3d80f6f81a86ebdee63f121d09292612758a317c3e67d0e629a0d22JmltdHM9MTc1NjMzOTIwMA&ptn=3&ver=2&hsh=4&fclid=113ab489-9099-6f01-2a26-a105911b6e9c&u=a1L21hcHM_Jm1lcGk9MTI3fn5Vbmtub3dufkFkZHJlc3NfTGluayZ0eT0xOCZxPUVsaXRlJTIwTWVkaWNhbCUyMFN1aXRlcyZzcz15cGlkLllOODczeDc2ODY3OTMyOTEzNzAzODkwMDgmcHBvaXM9MzYuMDczNDIxNDc4MjcxNDg0Xy0xMTUuMjg2NjU5MjQwNzIyNjZfRWxpdGUlMjBNZWRpY2FsJTIwU3VpdGVzX1lOODczeDc2ODY3OTMyOTEzNzAzODkwMDh-JmNwPTM2LjA3MzQyMX4tMTE1LjI4NjY1OSZ2PTImc1Y9MSZGT1JNPU1QU1JQTA&ntb=1


providers may add their own margin as appropriate.)

Supporting Documentation

Medical Records
Medication List
Other documents: ______________________________

Signature & Authorization

Referring Provider Signature: ____________________________ Date: ___________

Please complete form and attach any necessary documents. Submit form via fax (725) 348-0846 or e-mail: 

info@neurohavenmhc.com 


