
REFERRAL INFORMATION: 
Referring Entity: _________________ 
Referring Provider: _______________ 

Comments: _____________________ 
_______________________________ 
_______________________________ 

Provide the following information: 
1. Patient demographics, copy of 

insurance card, and driver’s license 
2. The two most recent office notes
3. Applicable diagnostic tests
4. Recent history and physical

For referral request form refills, 
please call: (281) 506-9769. 

REFERRAL REQUEST FORM

PATIENT INFORMATION: 
Patient Name: ________________________ DOB: ____________________ 

Insurance: __________________________ Patient Phone: ____________ 

Patient Email: ________________________  Date: ____________________ 

Please fax completed  referral form to: (844) 308-3792 

REFERRAL TYPE: 
 Consult Required

 No Consult Required (Direct Access)

• Procedure Code: _____________

• Diagnosis Code: _____________

 Procedure: _____________________

 Other: _________________________

PREFERRED PHYSICIAN: 
____________________________________ 

REFERRAL SPECIALTY: 
 Bariatric

 ENT

 Gastroenterology

 General Surgery

 Orthopedic

 Pain Management

 Podiatry

 Spine

 Vein & Vascular

 Other: _________________________
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