
 

  
 

 

REFERRAL PAD REQUEST FORM 
Physician Name:   Date:   
  

PHYSICIAN CLINIC INFORMATION 
Street Address and Unit: 
 
City: Province: Postal Code: 
   
Email: 
 
Additional Comments or Feedback:   
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Please send this form back to us via Email or Fax:  
 

Email: info@rebalancetoronto.com 
 

Fax Number: 1-866-338-1236 
 
 
 
 
 
 
 
 
 
 
 
 

 
THANK YOU FOR TRUSTING THE TEAM AT REBALANCE! 
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