
Patient Referral

Please complete the top half of this form and fax to (423)209-9106 to schedule your patient an
appointment with one of our physicians.  We will send this form back to you with the scheduled
appointment listed in the bottom section of the form. Please note your patient may already be
established within our practice with a physician, if so we ask that they remain with that physician.

Physician referring: _______________________ Office contact: _________________________
Office phone #:___________________________ Office fax #____________________________
Patient full name: _________________________ DOB: ___________ SS#_________________
Address: ________________________________ City/State/Zip__________________________
Home phone # ___________________________ Cell # ________________________________
Insurance Information:
Primary: ________________________________ Secondary: ___________________________
If insurance is an HMO please fax referral to (423)209-9106.
Reason/diagnosis for referral: ________________________________________________________
________________________________________________________________________________
Physician referring to: ________________________ Urgent*: _________Non Urgent: ___________
*Patient will be scheduled an appointment within 24 hours if the form is marked urgent.

_____ The patient has been contacted and given an appointment.
_____ We were unable to reach the patient, please contact them and inform them of the appointment.
_____ Please have the patient call us to confirm appointment and we will set them up on online to

complete paperwork prior to being seen.

Appointment date: ___________________________ Appointment time: ______________________*
Appointment location:_____  1724 Hamill Road, Ste 102 _____ 1651 Gunbarrel Road, Ste 101A
Appointment scheduled with: Dr. __________________.

*Please tell patient to arrive 20 minutes early to complete paper work or call us at (423)267-6738 for a
password to complete online.

If your patient needs any information, please feel free to have them call us at (423)267-6738.

Please make sure that you send any medical records to fax # (423)209-9106, in reference to this
diagnosis that will allow us to accurately treat the patient.  Please make sure that the patient comes
with any disc of any CT’s or MRI’s along with the reports Please be sure that you include any lab
reports that may need to be used in treating your patient.

If you haven’t heard from our staff within 24 hours of sending this information, please contact Debbie
Rockholt at (423)209-9100.


