
TO:                                                                                                           
(PHYSICIAN NAME) 

 
DATE:                                                         FAX:                                         
 
RE:                                                                                                            
                                 (PATIENT NAME)                                                                                     (PATIENT ID NUMBER) 
 
 
REASON FOR REFERRAL:                                                                            
                                                                                                                
 
CLINICAL FINDINGS:                                                                                 
                                                                                                               
                                                                                                                
                                                                                                                
 
TESTS PERFORMED & RESULTS:                                                                   
                                                                                                               
                                                                                                               
                                                                                                                
 
NEW MEDICATIONS PRESCRIBED:                                                               
                                                                                                               
                                                                                                                
 
FOLLOW-UP PLAN:                                                                                   
                                                                                                               
                                                                                                               
                                                                                                                
 
 
                                               
(PHYSICIAN SIGNATURE) 
 
                                               
(PHYSICIAN NAME — PLEASE PRINT) 
 
                                               
(DATE) 
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