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®
Dear Friend: This check off sheet represents codes

that will be placed by your name in our Physician Referral
listing. It is necessary that the physician sign his/her name,
and that the address and telephone number be completed.
We certainly welcome you, because you will provide many
people with your unique abilities to heal, and also because
you will form one of our valued advisors/consultants.

___AC = Acupuncture (also AKABANE);
___ACE = Acupuncture; Auriculotherapy; Electrical;
___ACP=Acupressure; NAET;
___AK=Applied Kinesthiology;
___ART=Active Release Technique
___AV = Autogenous Vaccine;
___BE = Bio-Electro Brain Integration;
___BD = Biological Dentistry;
___BH = Bio-Detoxification (Hubbard Method);
___BO = Bio-Detoxification (Other Methods);
___BV = Bee Venom Injections;
___CA = Candidiasis Treatment;
___CF=Chronic Fatigue Syndrome
___CH = Chiropractic (also activator method);
___CO = Colchicine IV;
___COH = Colonic Hydrotherapy;
___COS = Collodial Silver Therapy;
___CRA = Contact Reflex Analysis;
___CS = Cavitation Surgery;
___CT = Chelation Therapy ;
___DCF = Deep Cross Fiber Therapy;
___DF = Dark Field Microscopy, (Live Blood);
___DM = DMSO IV;
___ED = Electro Dermal Screening;
___EFA = Environmental Factor Analyis;
___EM = Exercise, Massage, and Stretching; Yoga;
___ES = European Spa (Waters);
___FA = Food Allergy Treatments; NAET;
___ FL = Flotation Therapy;
___FM=Fibromyalgia
___FT = Flotation Therapy (Reduced Environmental

Stimulation Therapy);
___FS = Fasting;
___HA = Hair Analysis;
___HE = Herbal Therapy;
___HO = Hormone Replacement Therapy; Wilson's Syndrome
___HD = Hydrotherapy, Heat and Cold;
___HP = Hydrogen Peroxide Treatment (Intravenous);
___HBO = Hyperbaric Oxygen;
___HY = Homoeopathy (also Sanum, Sequential

Homeopathic TX; Homeotoxicology);
___IM = Immune System Modulation or Strengthening;
___IR = Infrared Sauna;
___IPT = Insulin Potentiation Therapy;
___IN = Pybus'/Prosch's Intraneural Injections;

Trigger Point Therapy;
___LC = Live-Cell Therapy;
___LCS - Live-Cell Therapy (Shark);
___LGD = Leaky Gut/Dysbiosis; Diminished Detox/Liver;
___LM = Lymph Massage/Light Beam Generator;
___LS = Davis' Scleroderma/Lupus Treatment;
___MG = Magnetics;
___MD = Mercury Detoxification, Teeth;
___MR = Metabolic Regulation;
___MV = Mycoplasma Vaccine;
___NET = Neuro Emotional Therapy;
___NH = Natural Hygiene/Colon Hydrotherapy;
___NM = Naturopathic Manipulative Therapy;
___NT = Neural & Laser Therapy;
___NV = Proper Nutrition, Supplements, Essential Fatty Acids,

Diet Manipulation and Fasting; Nutritional Therapy;
___OA = Other Allergy Treatments; Low Dose Antigen Therapy
___OM = Osteopathic Manipulation;
___OR = Orthomolecular Medicine;
___OX = Oxygen Therapy (Includes Multi-step);
___OZ= Ozone Therapy;

___PA = Parasitology;
___PO = Photo-Oxidation (-pheresis) Therapy;
___PR = Procaine Therapy;
___PHY=Physiotherapy, Manipulative Therapy;
___PNB = Peri-neural and regional blocks;
___PS = Christ's Psoriasis Treatment;
___PSV=Psychotherapy;
___PSY = Psychology; Visual Imagery;

Clinical Hypnotherapy; Metaphysical
Counselor; Dowsing

___QK = Qigong (Chi Kung);
___RD = Wyburn-Mason/Blount Recommended

Medications;
___RF = Reflexology
___SC = Sacral/Cranial, Non-force Manipulation;
___ SP = Sclerotherapy, Proliferative Therapy,

Reconstructive Therapy and
Neural/Fascial Therapy;

___ST = Soft Tissue Therapy;
___TBM = Total Body Modification;
___TE = Tetracycline (minocin/minocyclin);
___TMJ = TMJ Dysfunction & Orofacial Pain;
___US = Ultra Sound Therapy;
___VC = Vitamin C Therapy (Intravenous)
___Other

_________________________________________________________________________________

Physician's Name
_____________________________________________

Physician's Address
_____________________________________________

________________________________
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Physician's Telephone Number

________________________________________

Physician's Signature
_________________________________

Date _________




