
 

Phone: 208-518-9193   Fax: 208-240-9141 

 

Patient Information: 

• Patient Full Name: ________________________________________________ 

• Date of Birth (DOB): _____________________  

• Sex: ☐ Male ☐ Female ☐ Other ☐ Prefer not to say 

Diagnosis / Reason for Referral: 

• Primary Diagnosis: ________________________________________________ 

• ICD-10 Code (if known): ___________________________________________ 

• Secondary Diagnoses (if any): _____________________________________ 

 

• Reason for Referral / Clinical Summary: 

 

 

Referring Provider Information: 

• Referring Provider Name: __________________________________________ 

• NPI #: ______________________________ 

• Phone:  ______________________ Fax: ______________________ 

• Referring Provider Signature: ____________________________________ 

• Date: _____________________ 

Please attach: 

o Patient demographics 
o Relevant chart notes 
o Lab results 
o Imaging report 


