MEDICAL REFERRAL FORM

Referring Physician Information:
Name: ________________________________________________________________
NPI Number: __________________________________________________________
License Number: _______________________________________________________
Practice Name: ________________________________________________________
Address: ______________________________________________________________
Phone: _____________________________ Fax: ____________________________
Email: ________________________________________________________________

Patient Information:
Full Name: ____________________________________________________________
Date of Birth: _________________________________________________________
Gender: _______________________________________________________________
Address: ______________________________________________________________
Phone: _______________________________________________________________
Insurance Provider: ____________________________________________________
Insurance ID Number: ___________________________________________________

Referral Details:
Specialist or Facility Name: ____________________________________________
Specialty Requested: ___________________________________________________
Address: ______________________________________________________________
Phone: _____________________________ Fax: ____________________________
Reason for Referral / Clinical Information:






Diagnosis and Clinical Findings:








Requested Services / Procedures:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________


Urgency of Referral:
☐ Routine             ☐ Urgent             ☐ STAT (Immediate)

Relevant Medical History / Allergies:







Current Medications:







Additional Instructions / Comments:






Patient Consent and Authorization:
I hereby authorize the release of medical information necessary to process this referral and authorize the evaluation and treatment by the referred specialist/facility. I understand that this referral is based on the medical necessity as determined by my referring physician.

Referring Physician Signature: ________________________________________
Date: _________________________________________________________________


Patient Signature (or Legal Guardian): _________________________________
Date: _________________________________________________________________


For questions regarding this referral, please contact the referring physician's office.
Phone: _____________________________ Email: ___________________________


	Referring Physician
	Patient / Legal Guardian

	

Signature: _________________________
	

Signature: _________________________




Original source of this document:
https://formtemplate-us.com/medical-referral-form/
Did you find this template helpful?
Find more updated templates at:
https://formtemplate-us.com
This template is intended exclusively for personal, non-commercial use.
If distributed or published, the source must be mentioned. © formtemplate-us.com




