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28963 Little Mack, Suite 101 ● St. Clair Shores, MI  48081 ● Phone 586-447-0700 ● Fax 586-447-0795

www.gimedicine.com
Fax Referral Form

586-774-1989 fax

Today’s Date:  _________________________

Referral To:


G.I. Medicine Associates, P.C.

Referral From:     _______________________________     Phone # _______________________

Patient Name: ______________________________________________________Sex: M / F 

DOB:
SSN:  _____________________________________________

Home Phone No:  __________________________Cell Phone No:______________________

Primary Ins.:_________________________________________________________________

Secondary Ins.:_______________________________________________________________

 URGENT (fax to 586-498-8626)

REFERRAL FOR:

               Office Visit       Reason:  _____________________________________

endoscopy procedures

              EGD                   Colonoscopy                 Other ___________________ 
INDICATION FOR PROCEDURE:  _____________________________________________

_____________________________________________________________________________

**in order to expidite the scheduling of your patients, please fax any pertinent test results such as labs (for anemia), any recent x-rays, ct scans or u/s reports or recent sigmoidoscopy results that correlate with the patient’s diagnosis.**

PLEASE NOTE:  This information may contain confidential health information that is protected from disclosure by the Health Insurance Portability and Accountability Act (HIPAA).  If the reader of this message is not the intended recipient you are hereby notified that any dissemination, distribution or copy of this communication is strictly prohibited by law.  If you have received this communication in error please notify us immediately by telephone collect and return the original message to us at the able address via the U.S. Postal Service.  We will reimburse you for postage.  Thank you.

