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Request for Referral  
(This is not a referral) 

 
 
All requests for referral must be completed in full and submitted to our office.  A minimum of five 
working days is needed to complete your referral.  Your referral will be faxed directly to the Specialist 
office.   Specialist office & fax numbers are mandatory. 
 
Referred by (name of your pediatrician) _________________________________________________ 
 
Child’s Name __________________________________________ Date Of Birth ________________  
 
Chart # _________ (last 3 digits of mom’s SSN) 
 
Name of Health Insurance ___________________________________________________________ 
 
Policy # _______________________________________________ Group # ___________________ 
 
Parent’s Daytime Phone # _________________________ Evening Phone #  ___________________  
 
Doctor Referred to _________________________________________________________________ 
 
Doctor’s Specialty __________________________________________________________________ 
 
Address of Specialist _______________________________________________________________ 
 
Specialist’s Phone #  ______________________________________ Fax # ____________________ 
 
 
Appointment Date and Time __________________________________________________________ 
 
Reason for Referral ________________________________________________________________  
 
 
 

 
For office use only 
 
Date Received ____________ Doctor Approved ___________________  # of visit _______________ 
 
Date Completed ___________ By Whom _________________________ Date Faxed ____________ 
 


