
    

 

 

DERMATOLOGY CONSULTATION REQUEST 
 

Today’s Date _____/_____/______                Location      Savannah                      Phone Number    (912) 232-7546 
 
 

Referring Provider ________________________________ Reason for Referral ________________________________________ 
 

Phone (_________)_____________________    Fax (_________)_____________________    Contact Person __________________ 
 
 

PATIENT INFORMATION 
 

Name ______________________________________________________________        Sex  � Male    � Female        
  

Address __________________________________________City_____________________  State_____ Zip __________________ 
 
Primary Phone (______)_________________  Secondary Phone (______)________________ 
* Primary Phone will be used for Appointment Reminder Calls     
 

Date of Birth _______/_______/__________   Age ________  SS # _________-_______-_________   Race_______________                
MM            DD            YYYY         

 
    

 
 

Please fax completed form, patient demographic sheet, insurance cards,  
pertinent records/labs to (912) 777-7798 (fax number),  

 
We will schedule the appointment and fax it back to you.  

Thank you for the referral! 

 
 

Appointment Date ____________________________   Time ______:______    Provider _____________________     
 
Special Instructions ____________________________________________________________________________  
 
_____________________________________________________________________________________________ 
 

 Please notify the patient of appointment date/time     

 Patient has been notified 
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