
 
REFERRAL FAX BACK FORM 

Thank you for participating in the care of our patient. 

 
Patient Name _____________________________  DOB __________________________ 

Parents Name    __________________________________________________________ 

Primary Insurance ___________________    Secondary  __________________________ 

Diagnosis    ______________________________________________________________ 

Problem List: 1_________________   2 ____________________  3 _________________ 

Reason for referral ________________________________________________________ 

Current Medications:  1 _________________________    4 _______________________ 

  2 _________________________    5 _______________________ 

                                 3 _________________________    6 _______________________ 
In an effort to facilitate future care, please complete the information below  

and fax this form back to our office within 5 days of the visit. 

 
Diagnosis:            
              
Needs Identified:             

Referrals needed for follow-up:  

Referral to:              
Diagnosis / Reason:              

Referral to:               
Diagnosis / Reason:             
 
Laboratory tests to be performed:            
              
Radiology studies to be performed:           
              
Other recommendations:            
             
        
 
Signature/date             

Practice Name: 
Telephone: 
Fax: 


