[image: image1.jpg]% Children’s Hospital
of The King’s Daughters

Health System



[image: image3.jpg]


[image: image2.jpg]



[image: image4.jpg]% Children’s Hospital
of The King’s Daughters

Health System



 [image: image2.jpg]

Fax to 757-668-8274    Attn:  GI Motility Program
Please complete all sections of this form and fax to the above number with clinicals/labs/previous testing completed. Please include a copy of the patient’s insurance card (front and back).  These items must be received prior to scheduling for continuity of care.  

Your patient will receive a phone call with the details of their scheduled appointment. You will receive a letter from the GI Motility physician that sees your patient. For all enquiries please telephone (757) 668-7240.  
Patient Information:
Name (Last, First, MI):____________________________ Preferred Name:




Date of Birth:____________________________________
Sex:   Male (      Female ( 


Address:










_____
___________________________________________________________________________________
Parent/Legal Guardian Name: ___________________________________________________________
Preferred contact number: Home: 


   Cell:  ________________________________
[image: image3.jpg]Language spoken at home:




Interpreter required:   Yes (     No (
Clinical details:
Reason for referral / diagnosis:





































_______
Relevant past history:









































Please include a list of current medications, last office note, and any relevant testing or imaging results  (ex:  Gastric Emptying Scan, Abdominal X-ray, CT scans, Sitz mark studies, Video Swallow Studies, UGI, Barium Swallows, and/or previous EGD/Colonoscopy Biopsy results) with this referral. This information will assist us to appropriately triage your patient.  We will not be able to schedule until we receive this information.
Referring Provider Information:
Name: __________________________________Practice Name: ____________________________________
Phone Number: _________________________  Fax Number: ______________________________________
Address: _________________________________    Contact Person: ________________________________
_________________________________________  PCP (if different from Referring): _________________ Doctor’s signature:_________________________  Date:







Preferred contact:  ( Telephone   ( Fax   ___________________________
Insurance Information (please include copy of insurance card(s):


Primary Insurance: ___________________________Subscriber Name: ______________  DOB: ____________    Policy #: ___________________________________ Group #: _________________________________


Secondary Insurance: _________________________Subscriber Name: ______________ DOB: ____________


Policy #: ___________________________________ Group #: _________________________________ 











Received by: _________________________     Date: _________________________ 
Office use only

Date received
  Clinic
_____________________Triage
________________11/2019
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