
Thank you for referring! 
 
 

Patient Referral Form 

CLINIC NAME, ADDRESS, CITY, STATE, ZIP                                                                   
Phone: XXXX  |   Fax: XXXX  |   Email: XXXXX

Patient Name: _______________________________________________ 

Date of Birth: ________________________________________________         

Phone Number: ______________________________________________    

Referring Physician: __________________________________________ 

Physician Phone:  ________________________________________________ 

Physician Fax: ____________________________________________________ 

Primary Insurance Plan & ID #: ________________________________________________________________________________________________________   

Secondary Insurance Plan & ID #: _____________________________________________________________________________________________________ 
 

Referral Type:       Wound Care       Hyperbaric Oxygen Therapy       Both, if Applicable 

Priority Level:         Urgent         Routine 

 
Does the patient have an open wound?   Yes   No 

Does the patient have a post-op appt?     Yes   No 

Wound Information: 

Wound Type 
& Details 

 

Referral 
Information 

 

Relevant 
Medical & 
Surgical 
History 

 

Relevant 
Medications 

 

Other 
Necessary 

Information 

 

 

Please fax or email relevant medical records including a copy of the patient’s demographic information. 

Date: _____________________________ 

Please Check Preferred 
Physician Below 

 Dr. A, DPM 

 Dr. B, MD 

 Dr. C, DO 

 Dr. D, MD 

 Dr. E, MD 

 Dr. F, DPM 

 First available at this 

location 


