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NEW APPOINTMENT REQUEST FORM
IN ORDER FOR THE NEW APPOINTMENT REQUEST PROCESS TO BE COMPLETED TIMELY, THE FOLLOWING INFORMATION MUST BE RECEIVED PRIOR TO SCHEDULING.  GROWTH CHARTS, LAB RESULTS, RADIOLOGY RESULTS, CLINIC NOTES.
Choose 1 of the below and check. (1 box must be checked in order to schedule patient)
For the following Signs and Symptoms 




· I request that you provide a consult for the patient below for your advice and opinion

· I am referring below patient to you for your care and management.

Dr. Signature: ___________________________________________

 Date: 




NOTICE:  IN ORDER TO SCHEDULE A PATIENT, THIS FORM MUST BE FILLED OUT COMPLETELY!
Date of Request:

 Your office staff name: 
 ______


   Direct Phone #

  
  Ext.

Patient Information: (Please print) Male____   Female____ Email Address: ______________________________________

Last Name: 



        First Name:  



 SS#________



Address/City/State/Zip:












Date of Birth:


      Interpreter needed?  ___


Language
___


Phone:  Home:


 Cell:


 Work:


 Emergency:




Parents/Guardian Name:





 Guardian DOB: 






SEND A COPY OF BOTH FRONT & BACK OF ALL PATIENT’S INSURANCE CARDS WITH THIS REFERRAL
Type of Insurance: (circle) Contract Number/Subscriber & Subscriber DOB required for an appointment to be scheduled.
BCBS  /  Medicare  / Medicaid  / HMO  / BCN  / Priority Health  / Other 

Authorization #

 
        
  Contract # 


          Group #_________


   
Subscriber Name:

_______
 DOB:

   Please include a copy of both sides of insurance cards with this fax.
Referring Physician Information: (if referring is a PA or NP, please make sure to list the supervising physician also)
Physician’s Name







    NPI #





If PA or NP list, Supervising Physician:  _______________________________________________________________

Address/City/State/Zip:












Office Phone:






Office Fax:





Primary Care Physician: (if different from referring physician)

Physician’s Name






    NPI #






Office Phone: 

Office Fax:





How soon?  Circle:
Emergent
Within 2 weeks
Next Available 
Second Opinion
Other
