
This form is for the medical referral of patients whose symptoms require a stress reduction program. 

Detailed information packages will be sent to physicians who request more information about the 

program. 

Referral Form for Mindfulness-Based Stress Reduction 

Patient's Name: 

______________________________________________________________________________ 

Phone: 

______________________________________________________________________________ 

Chief Complaint: 

______________________________________________________________________________ 

Diagnosis: 

______________________________________________________________________________ 

Relevant History: 

______________________________________________________________________________ 

______________________________________________________________________________ 

Precautions: 

______________________________________________________________________________ 

Contraindications: 

______________________________________________________________________________ 

  

Date: 

__________________________________________________________ 

Referring Physician: 

__________________________________________________________ 

Phone Number: 

__________________________________________________________ 

  

LUCINDA SYKES, M.D. 

 
Email: info@meditationforhealth.com 
Phone: 416.413.9158 

Website: www.meditationforhealth.com 

Mailing address: P.O Box 68575 Walmer,  

Toronto ON M5S 3C9  
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http://www.meditationforhealth.com/

