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PATIENT REFERRAL LETTER

(use this form when you would like to have a patient become enrolled in Project Access)

Project Access of Roanoke Valley, Inc.


PHONE #: 
344-4200








FAX #:    
344-8770
DATE: ___________________

Please contact the following patient for possible enrollment in Project Access of the Roanoke Valley.

_________________________________________


__________________

Name








Social Security #

Phone # :___________________________(where patient can be reached)

The patient may be eligible for Project Access because he/she has no private health insurance, Medicare or Medicaid, has lower family income and lives in the Roanoke Valley (Cities of Roanoke, and Salem; Counties of Roanoke, Botetourt and Craig; Town of Vinton).

(  I agree to see this patient at no charge as part of my volunteer commitment through Project Access of Roanoke Valley. (check if applicable)

________________________________

______________________________

Physician Name (Print or Type)


Physician Signature

________________________________

______________________________

Contact





Direct Number

(Note: If you are providing specialty care for the patient, please provide the name of the patient’s primary care physician, if known)

Primary Care Physician of Record: _____________________________________

------------------------------------------------------------------------------------------------------------

For Office Use Only

  
Accepted __________ Denied __________






Reason: _____________________________
