Premier Healthcare Specialists, LLC

Phone: (903) 251-9851|  Fax: (903) 865-5722
Email: Admin@premierhcs.org
Web: Premierhcs.org

REFERRAL FORM
PATIENT’S NAME: __________________________ DATE OF BIRTH: _______________
SOCIAL SECURITY NO. _______________________ GENDER: _____________________
ADDRESS: _________________________________ CITY: ________________________
ZIP CODE: _________________________________ PHONE: ______________________
INSURANCE: ____________________________________________________________
PRIMARY PHYSICIAN: _______________________ PHONE: ______________________
REASON FOR CONSULT: ___________________________________________________
CONSULTING AGENCY NAME: ______________________________________________
PHONE NUMBER: ___________________________ FAX: ________________________
[image: ]EMAIL ADDRESS: ________________________________________________________
ADDITIONAL INFORMATION:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________[image: ]              ** PLEASE FAX DEMOGRAPHIC SHEET AND MEDICATION PROFILE; IF AVAILABLE **
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