
	
  
 

Patient Referral Form  
 

Referring Physician:________________________________________________  
     
Phone #:____________________________________ Fax #:_______________________________ 
 
Please choose the following that best fits your referral: 
 

□ Physician referral to The Asthma Center for the 4 month protocol. 
 

□ Physician referral to The Asthma Center for 4 month protocol and continued treatment. 
 

□ Patient has requested to be referred to The Asthma Center. 
 

Additional Information:  _____________________________________________________________ 
 

Please complete the requested information below and fax back to our office at (912) 354-6172. 
If available, please fax over copy of insurance card- front and back, any office notes, lab results, x-ray 
results or other pertinent information on this patient prior to patient’s appointment date.   

 
Date:_________________________ 
 
Patient’s Name:__________________________________________________ SEX:  Male    Female 
DOB:___________________________              SSN:________________________________ 
Home Address:______________________________  City:_____________ State:_______  Zip:_______ 
Home #:____________________________                     Work #:________________________________ 
Cell #:______________________________   
If minor, Guardian’s Name: _____________________________________________________________ 
 
Insurance Information: 
Name of Company:____________________________________________________________________ 
Phone #:________________________________ 
Policy #:_______________________________            Group #____________________________ 
Subscriber’s Name:____________________________      DOB:________________________________ 
 
Primary Language Spoken: (circle one) English Spanish Other: ___________ 
 

 
Thank you in advance for referring this patient to our practice. 

 
For office use:  Appointment Date: _______________________   Time:____________________ 
Office Location:   Savannah   
Additional Comments: _________________________________________________________________ 
___________________________________________________________________________________ 

505 Eisenhower Drive. Savannah, Georgia 31406  
Office:  912-354-6190  Fax:  912-354-6172  Toll Free: 866-273-2849 


