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Referral Request Form

Please note: referrals may require a visit with your physician. Referrals will ONLY be processed if you are up to date with your appointments. If you have note had your annual physical or other recommended follow-ups, we will not be able to process your referral. 

***Please allow 1 week for non-emergency referrals!***

Date of request: ___________________________________________________________
Date of appointment: _____________________________________________________
Is this an emergency appointment?                         YES                      NO

Patient's Name: ___________________________________________________________
Patient's date of birth:____________________________________________________
Patient's Insurance Company: ___________________________________________

Patient's Insurance ID #: _________________________________________________
Is the patient the subscriber?                                     YES                      NO

Specialist's Last Name:____________________________________________________
Specialist's First Name:____________________________________________________

Specialist's Address: ______________________________________________________

Specialist's NPI #: _________________________________________________________

Specialist's Oxford ID # (required for Oxford insurance):______________

Specialist's phone number: _______________________________________________

Specialist's fax number: ___________________________________________________

Reason for your visit: ______________________________________________________

CPT code (if applicable): __________________________________________________

How many visits to you expect to need in the next 6 months? _________
We will fax the referral to the provider's office. If you would prefer to pick up a copy, please let us know.

