BLUEGRASS

Allergy Care

Referral Form

Please fax this form and required information to (859) 277-7105
For questions concerning this form, please contact (859) 277-9112

Referring Practice: Referring Provider:

Address:

Phone: Fax: Contact:

Provider Requested: I:I Kristen Evans, APRN I:I William Greisner, MD

Reason/DX:

Appointment time requested: I:I ASAP (emergencies only) I:I 1%t available I:I 1 week I:I 1 month

Please include all office notes, labs, and imaging reports pertaining to THIS referral

Patient name:

DOB: SS#: Sex: I:I Male I:I Female

Address:

City: State: Zip Code:

Primary contact name:

Home: Cell: Work: Preference:

Type of insurance: I:I Self Pay I:I Medicaid I:I MCR I:I Commercial (HMO/PPO)

Primary Insurance: Plan name:
Member ID: Subscriber Name / DOB:
Secondary Insurance: Plan name:
Member ID: Subscriber Name / DOB:
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