
 

We will contact patient directly with the appointment time. We will forward all 
information to the referring physician after our consult. 

 
Fax form to our number 972-907-2011 

 
Referral for Consultation  

 
Referring Doctor Information 
 
Office:                          _________________________________ 
 
Referring Doctor:        _________________________________ 
 
Mailing Address:         _______________________________________________  
                                       City: _______________________,    Tx  zip :__________ 
Phone Number:           ______________________ 
Fax Number:                ______________________ 
 
________________________________________________________________________ 
 
Patient Information: 
 
Patient name: ___________________________ DOB : ____________________ 
 
Patient’s address: __________________________________________________ 
 
Insurance Information: __________________ policy # ________________   HMO / PPO 
Authorization Number: _________________ 
 
Reason for Visit:         ____________________________________________ 
                                       ____________________________________________ 
 
Duration:                      ____________________________________________ 
 
Your Tentative diagnosis:       _________________________________  
 
Pt Medical Conditions:           ____________________________________________ 
 
Pt Medications:                        ____________________________________________ 


