
 

Cortex Initiative Therapy Services 
Provider Referral Form 

Phone: (757) 780-8146   |   Fax: (833) 924-0333   |   info@cortexinitiative.com 

Patient name:__________________________________________  DOB:_______________________ 

Parent/Guardian’s name (if applicable): _________________________________________________ 

Patient Phone: _____________________________________________________________________ 

 

Referring provider name:_____________________________________________________________ 

Practice: __________________________________________________________________________ 

Phone __________________________________  Fax ______________________________________ 

 

Diagnosis/Reason for Referral: ________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 

Chesapeake Clinic (Hickory/Great Bridge): 
​Adult speech pathology 

​Adult occupational therapy (neuro)) 

​Pediatric speech pathology 

​Pediatric occupational therapy 

 

Virginia Beach Clinic (Town Center): 

​Adult speech pathology 

​Adult physical therapy (neuro) 

​Adult occupational therapy (neuro) 

 

Provider Signature:_______________________________________  Date:____________________ 

Comments: _______________________________________________________________________ 

 
Please attach relevant clinical notes and insurance information if 

available. A referral must be in place and received prior to the first visit. 
Fax:  (833) 924- 0333 

 
 


