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New Patient Referral Form 

 
Please complete the information below and fax this form with the following items: 
Patient 
Demographics 

Insurance 
Card/Cards 

Order for Wound 
Care Therapy 

Office Notes 
pertaining to 
referral 

If available also fax the following with the referral: Wound Cultures, Recent Lab 
Results and Diagnostic Reports pertaining to the referral.  

 
Name of Referring Physician: ____________________________________ 
 
Office Fax #: _________________________________________ 
 
Office Contact: _________________________ Contact Phone #: _________________ 
 
Patient’s Name: ________________________________________________________ 
 
Patient’s DOB: _________________________________________________________ 
 
Patient’s Phone Number(s): _______________________________________________ 
 
Diagnosis / Reason for referral: ____________________________________________ 
 
_____________________________________________________________________ 
 
Yes/No Does the patient need to be evaluated by an Infectious Disease Provider?  
 
Is the patient currently receiving Wound Care Therapy from another provider 
Home Health Services or facility? If Yes please provide the name and contact 
information: 
______________________________________________________________________ 
 
Has the patient ever been seen by an Infectious Disease Physician? If Yes, please 
provide the name and contact information of the ID provider. 
______________________________________________________________________ 


