
 

 

Referral Form 

 

Patient Name: _________________________________________________________________ 

DOB: _________________________________________________________________________ 

Address: ______________________________________________________________________ 

Phone Number: ________________________________________________________________ 

Email: _________________________________________________________________________ 

Dx Code/Reason for Referral: ____________________________________________________ 

Insurance Carrier: _______________________________________________________________ 

Subscriber Number: _____________________________________________________________ 

If HMO, please provide referral authorization information: 
_________________________________________________________________________________ 

 

Ordering Provider Name: __________________________________________________________ 
Ordering Provider Signature: _______________________________________________________ 
 

Please fax the patient’s last 2 office notes, recent labs and any pertinent imaging 
results. If the patient has had a previous Colonoscopy and/or EGD, please fax the 

procedure reports and pathology results.  

 
301 Highlander Blvd. Ste 121 

Arlington, TX 76018 
2625 E. Southlake Blvd. Ste 160 

Southlake, TX 76092 

 
P: 817-468-7200 



F: 817-468-7201 


