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Patient Information

Name:

Diagnosis: Reason for Referral: [] Transplant [[] Second Opinion

Emergency Contact: Relationship:

DOB: Gender: SSN (required):

Address:

Cell Phone:

Please attach the following records, if available:
Pulmonary Function Tests
Referring providers' notes
Any cardiac testing available (Heart catheterization, ECHO)

Chest Imaging (X-ray and CT scan reports)

Insurance Information

Primary Insurance name and phone: (please include copy of insurance card, if available)

Policy #: Group #:

Policy Holder (Name):
Referring Provider

Name:

Practice/Address:

Phone:

Fax:

If you have received this communication in error, please notify the sender immediately. The documents accompanying this
facsimile/electronic transmission contain confidential information intended only for the use of the individual or entity to which it is
addressed and may contain information that is privileged, confidential, and exempt from disclosure. If the reader of this message is not the
intended recipient, or an employee responsible for delivering the message to the intended recipient, you are hereby notified that any
disclosure, dissemination, distribution, or copying of this communication is strictly prohibited.
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