To: 
TRICARE 

RE:
Patient: _________________________________
Sponsor #: __________________________________
Authorization #: ______________________________
My patient,                                                             , has been referred to Joanne M. Moore, LPC, NCC, BCETS (provider #230886518), for counseling and psychotherapy services.  I will continue to provide overall medical management of treatment.  To ensure continuity of care, Mrs. Moore will provide periodic written reports to me regarding any counseling and psychotherapy treatment rendered by her.  






_____________________________________, MD





Practice Name:____________________________






Address: _________________________________







   _________________________________






Phone:    _________________________________

