


TB CLINIC REFERRAL FORMInsert HD Logo Here

Place Your HD Name HERE

REFERRED TO: ______________________________________________________________________________

APPOINTMENT DATE:____________________________    TIME:_____________________________________

PATIENT’S NAME:______________________________________________  DOB:________________________

ADDRESS:__________________________________________________________________________________

REASONS FOR REFERRAL:_____________________________________________________________________


REFERRED BY: ______________________________________________________________________________
                                      PHYSICIAN                                                            COMMUNITY HEALTH NURSE                                              SOCIAL WORKER


RELEASE OF INFORMATION – PATIENT AUTHORIZATION


PATIENT’S SIGNATURE OR RESPONSIBLE PARTY                                                                                                                                   DATE

REPLY REQUESTED

DIAGNOSIS/PROBLEM:  ______________________________________________________________________





__________________________________________________________________________________________
TREATMENT OR RECOMMENDATIONS:__________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

PROVIDER’S NAME:___________________________________________DATE SEEN:_____________________

PLEASE RETURN THIS FORM BY FAX OR MAIL TO:

Place Your HD address here
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