
TEL 503-494-4567
TOLL FREE 800-245-6478

Please indicate the specialty to which you 
are referring your patient:

	 Allergy and Immunology
	 Arthritis and Rheumatology
	 Bariatric Surgery
	 Cardiology
	 Cardiothoracic Surgery
	 Dermatology
	 Digestive Health ( G I ,  H E P AT O L O G Y,  G I  S U R G E R Y )

	 Endocrinology
	 Diabetes Education

	 Endocrine Surgery
	 Family Medicine
	 General Surgery
	 Genetic Medicine
	 Hematology and Medical Oncology

	 Hemophilia Center
	 Home Infusion Pharmacy
	 Infectious Disease
	 Internal Medicine
	 Interventional Radiology
	 Nephrology and Hypertension
	 Neurology
	 Neurosurgery
	 OB/GYN

	 Fetal Therapy
	 Perinatology

	 Ophthalmology
	 Oral Surgery and Maxillofacial Surgery
	 Orthopaedics
	 Otolaryngology
	 Pain Center
	 Pediatrics
	 Plastic and Reconstructive Surgery
	 Psychiatry
	 Pulmonary Care
	 Radiation Medicine
	 Rehabilitation Services (Including TBI)
	 Sleep and Mood Disorders
	 Spine Center
	 Sports Medicine
	 Surgical Oncology

	 Transplant ( T Y P E ) �
	 Trauma
	 Urologic Surgery
	 Vascular Surgery
	 Wound Care/Hyperbaric

	 Other �

 Specific physician �

Additional referral, radiology, lab or echo 
physician order forms available at 
www.ohsu.edu/provider. 

OHSU Referral Form
Thank you for your referral. Please fax the following documents 
along with this form:

 PERTINENT MEDIC AL RECORDS	  DEMO G R APHIC SHEE T

 INSUR ANCE AUTHORIZ ATION ( IF REQUIRED)

F A X  T O :  
503-346-6854

Patient information

Patient name:  M    F

Street address:

City, state: Zip code:

Date of birth: Parent/guardian:

Please check preferred contact phone number:
 HOME	  CELL	  WORK

Interpreter needed?    Y E S	  NO   L ANGUAG E: 

Primary Care Provider ( IF D IFFERENT FROM REFERRING):

This visit is (MARK ONE):
 Routine NE X T AVAIL ABLE	  Semi-urgent* WITHIN 2 WEEK S

 Urgent* LE SS TH AN 4 8 HOUR S 
* For urgent appointments, please call us at 503-494-4567 or 800-245-6478

I am requesting:�  CONSULT ONLY   ONG OING C ARE   REFERR AL REQUE S TED BY M Y PATIENT

Patient’s medical issue

ICD-10 code:

Please tell us what specific medical issue to address at this visit:

Information check off list  PLE A SE AT TACH ( WHERE APPLIC ABLE) :
 PRO G RE SS NOTE S	  PRE VIOUS WORK UP FOR THE SE S Y MP TOMS

 L ABS	  PATHOLO GY

 IMAG ING , X-R AYS ,  MRIS ,  C T SC ANS	  OB/GY N

 MEDIC ATION L IS T,  ALLERG IE S	  OTHER: �

Referring provider information

Name: Clinic:

City, state: Phone no.:

E-mail: Fax: 

Office contact:
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	 Beaverton
	 East Portland
	 Gresham

	 South Waterfront
	 N.W. Portland
	 Tualatin
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	ICD-10: Z20.6 (Contact with HIV)
	Issue: Consultation on HIV prevention.
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