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Specialist Referral Form

(Use this form to refer your Project Access patient to a specialist within the network)

Send to PROJECT ACCESS:

FAX#:

 
 344 – 8770


Telephone:

 344 - 4200
PATIENT INFORMATION:

Patient Name:_____________________________________ DOB:_________________
Address: _______________________________________________________________

Phone: __________Social Security number:____________Date of referral: _______

Expiration Date of Project Access card: _________________________

SERVICES NEEDED:

Type of specialist needed: _______________________________________________

Patient condition requiring specialist: ________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has patient previously seen any specialist for same condition?  ___ yes   ___no

If “yes”, what physician has been seen? ______________________________

Patient consideration/preferences for appointment times: 

________________________________________________________________________________________________________________________________________________
CONTACT INFORMATION:

Referring Physician: __________________________Phone:____________Ext:______

Contact person: ______________________________

************************************************************************

A Project Access representative will make an appointment, confirm with the patient and contact you with the necessary information as soon as possible. Please send all copies of labs, x-rays or needed information to the specialist as instructed by the representative.

If the referral is urgent, please immediately call the Project Access office to facilitate the process.  

