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Request for Pulmonary Clinic Consultation
 The Entire Form Must Be Completed or Appointment May Not Be Scheduled
Today’s Date: ____________________________________        Patient DOB: ________________________    
Patients Name: ___________________________________        Patient Race: ________________________ Male/Female              
Sex assigned at Birth    M/F   Legal Sex M/F      Reason for Referral: __________________________________________
Name of the PCP Facility: _____________________________________________________________________________
Phone Number: ____________________________               Fa x Number: ______________________________________
PCP Name:   ________________________________             Nurse Practitioner Name: ____________________________
PCP NPI Number: ___________________________             Nurse Practitioner NPI Number: ______________________

Parents/Guardians: If parents have different addresses, please give both, for our billing department!
Mothers Name: _____________________________              Fathers Name: _____________________________________
Phone Number: _____________________________             Phone Number: _____________________________________
DOB: ______________________________________             DOB: _____________________________________________
Address: ____________________________________            Address: ___________________________________________
Email Address: _______________________________           Email Address: _____________________________________
Insurance* If Al Medicaid, valid referral from assigned PMP must be attached, or appointment WILL NOT BE SCHEDULED

Primary Provider: ____________________________          Secondary Provider: __________________________________
Policy Number: ______________________________           Policy Number: ______________________________________
Group Number: ______________________________          Group Number: ______________________________________
Subscriber: ________________________________ __         Subscriber: __________________________________________
Subscriber DOB: _____________________________           Subscriber DOB: _____________________________________
Relationship to Patient: ________________________          Relationship to Patient: ________________________________
Medical Records included (only pertinent to the diagnosis)  
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 YES

Interpreter (Language, Hearing, etc.) 
[image: image2]  No  
[image: image3] Yes, Please Specify _________________________________________

Immunization [image: image4.png]
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 No, Due to the high risk of our patients, we are unable to accept patients that refuse immunizations
DHR 
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[image: image7]Yes, Patient will need Custody Documents/Safety Plan
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