
Physician Information

Referring Physician: ____________________________________________________________ 

Name of Practice: ______________________________________________________________

Address: ______________________________________________________________________

______________________________________________________________________________

Phone: _________________________________ Fax:  ______________________________ 

Patient Information 

Patient Name: __________________________________ Date of birth: ________________

Contact (if patient is a minor): ___________________________________________________

Phone:  Home: ____________________________ Cell: _____________________________

Other: _______________________________________________________________________ 

Address: ______________________________________________________________________

Date: ___________________________

Diagnosis/ICD Code: __________________________________________________________ 

Reason for referral: ____________________________________________________________ 

To refer patients, please fax: 
1. This form completed 
2. Insurance information 
3. Patient H & P, and pertinent lab results  

Fax #:  919-350-8959 
Phone #:  919-350-7000, Option 4
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