REFERRAL FORM

COLE

SURGICAL ARTS, PC

PHYSICIAN’S INFORMATION

Today’s date:

Referring Physician’s name (print):

Physician’s office contact information:

Contact Phone Fax

PATIENT INFORMATION

Patient name: (Last) (First)
DOB: / / (M []F
Home Phone Work Cell

Reason for referral:

Priority: [JRoutine [Urgent

Insurance (include copy of card)

Subscriber: []Self [ Other:

Prior authorization number (if required)

Please fax all available medical records pertaining to this condition including:

1. Most recent chart note
2. Imaging

3. Labs

4 Demographics

Comments

FAX completed form and supporting documents to (256) 979-1017




