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Patient Consultation / Referral Form 

 
Referring Doctor: __________________________________________________________________ 

Referring Doctor Specialty: ___________________________________________________________ 

Referring Office Name: ______________________________________________________________ 

Office Address:_____________________________________________________________________ 

                          _____________________________________________________________________ 

Office Phone Number: ______________________________________________________________ 

Office Fax Number: _________________________________________________________________ 

 

Patient Last Name: _________________________   First Name: _____________________________ 

Patient Date of Birth: ____ / ____ / _______ 

Patient Phone Number: _________________ Patient Alternate Phone Number:_________________ 

 

Reason for Consultation / Referral? 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

Type of visit?   ◊ Emergent (same day)                 ◊ Urgent (2-3 days)                 ◊ First Available 

Preferred method of communication for examination results? 

◊ Fax:  __________________ (provide fax number)     ◊ Phone Call: __________________(number) 

◊ U.S. Mail  (make sure office address above is correct) 

◊ Email: __________________________________ (provide email address) 


