
Patient Referral Information 

Date: [Date] 

Referring Physician: [Referring Physician's Name] 

Practice Name: [Practice Name] 

Address: [Practice Address] 

Phone: [Phone Number] 

Email: [Email Address] 

Patient Information 

Patient Name: [Patient's Name] 

Date of Birth: [Patient's Date of Birth] 

Gender: [Patient's Gender] 

Insurance Information: [Insurance Provider and Policy Number] 

Referral Details 

Referred To: [Specialist's Name] 

Practice Name: [Specialist's Practice Name] 

Address: [Specialist's Address] 

Reason for Referral: [Reason] 

Relevant Medical History: [Brief Medical History] 

Additional Notes 

[Any additional instructions or notes] 

Thank you for your attention to this matter. Please feel free to contact me with any questions. 

Sincerely, 



[Referring Physician's Signature] 

[Referring Physician's Name] 


