SMITH FAMILY HEALTHCARE, LLC

CONSULTATION/REFERRAL REQUEST FORM
To: SMITH FAMILY HEALTHCARE, LLC
Name: ___Dianna Smith FNP-BC, PMHNP-BC
           ___Kayla Zerkle, FNP-BC

           ___Willard Sheets, LPCC-S

Address: 995 Jackson Pike Suite 102 

               Gallipolis, OH 45631

Phone/fax: 740-578-4824/ 740-578-4821
From: Referring Provider or entity
Name: ______________________
Address: _____________________
Phone/fax: ___________________

SECTION 1 – REASON FOR REFERRAL/CONSULTATION
________________________________________________________________________________________________________________________________________________

( Confirm diagnosis.
( Advise as to diagnosis.
( Suggest medication or treatment.
( Assume management for this particular problem and return patient after conclusion of care.
( Assume future management of patient within your area of expertise

SECTION 2 – PATIENT INFORMATION
Name:_____________________________________________________________________
Address:___________________________________________________________________
Phone:___________________________ Date of birth:_______________________________
Tentative diagnosis:___________________________________________________________
Insurance Carrier and Number:__________________________________________________

Pertinent history, physical and laboratory findings, and special financial considerations:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
( See additional information attached.
( Please call me when you have seen the patient.
( I would like to receive periodic status reports on this patient.
( Please send a thorough written report when the consultation is complete.
Signature: ________________________________
Referring provider/ person
Referring Provider: Complete sections 1 and 2. Send one copy to SMITH FAMILY HEALTHCARE  and keep one copy in the patient’s chart or in a tickler file. 
