
 

Refe
 Sta
 Kim
 Joh
 Nic

 
Refe

 Da

Patie
 
First 
 
Addr
 
City: 
 
DOB
OHS
 
Hom
Day 
Pare
Insu
Prima
ID#: 
Addr
City: 
 
Ph#: 
Fax: 
Ema
Auth
Auth#
 
# of V
 
Serv
 
Date
Refe
 
Prov
Spec
Tax I
Addr
City: 
 
Ph#: 
Fax#
Ema
**Pat
imag
mail 
this f
to ca

Dep

erring adult p
anley Barnwe
m J. Burchiel, 
hnny B. Delas
cholas D. Cop

erring pediatr
aniel Guillaum

ent Informati

Name:  

ress: 

  

B:   
SU MR# (if kno

e Ph#: 
Ph#: 
nt/Guardian (
rance Inform
ary Ins. Carrie

ress: 
  

il: 
horization Inf
#: 

Visits: 

ices Auth’d:  

 Span:  _____
erring Provid

ider Name: 
cialty: 
ID: 
ress: 

  

#: 
il: 
tients will be a
es OR we ca
images to ou
form to us.  O
all us at 503.4

partment o

patient to (ch
ell, MD, PhD   

MD               
shaw, MD 
ppa, MD 

ric patient to
me, MD           

on 

 

 

 
own): 

(if applicable)
mation 
er: 

 

formation (if 

Consult 

________ to 
er Informatio

 

advised to HA
an request to h
r office.  Plea

Our fax numbe
94.4314 

of Neurolog

oose one ple
        Aclan 
        Brian 

      Donal
      Other 

o (choose one
        Nathan

Last Name

State:  

Gender:   

:   

State:  

applicable) 

Surg Optio

___________
on 

State:  

AND CARRY 
have them ele

ase include a 
er is: (503) 34

gical Surge

ase) 
Dogan, MD 
Ragel, MD 
d A. Ross, M
(general refe

e please) 
n R. Selden, M

: 

Zip: 

Male

Zip: 

on Diagno

__ 

Zip: 

any recent m
ectronically se
complete face

46-6810.  Sho

ery Physic

D  
erral) 

MD, PhD 

 Female 

ostic Testing

magnetic reso
ent to us from
e sheet, perti

ould you have

cian Referr

Type of E
 Consul
 Surgica
 2nd Opi

 
DX / ICD
Reason f
 
 
Interpret
 

 Yes 
 
Languag

 
Seconda
ID#: 
Address:
City: 
 
Ph#: 
Fax: 
Email: 
Notes 
 
 
 
 
 
 
 
Primary 
(  Same 
Provider 
Specialty
Tax ID: 
Address:
City: 
 
Ph#: 
Fax#: 
Email: 

nance (MR) i
m facilities wit
nent chart no
 any question

 Please 

ral Informa

Evaluation (c
ltation 
al Evaluation 
inion Consult 

-9 CODE(s): 
for referral: 

ter Needed? 

 No 

e: 

ary Ins: 

 
State

Care Provid
as Referring 
Name: 

y: 

 
State

mages or com
th the ability to
otes & diagno
ns or concern

fax to: (503

ation Form

choose one p

 __________

(choose one 

:  Zip

er Informatio
Provider) 

:        Zip: 

mputed tomog
o do so. Plea
stic reports w

ns, please do 

3) 346-6810

 

please) 

___ 

please) 

p: 

on 

graphy (CT) 
ase DO NOT 
when you fax 

not hesitate 

0 


