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604 East Long St. Claxton, GA 30417

Phone: (912) 739-7710    Fax: (912) 739-7343

Referral Form
Date: _________________
Patient Name: ___________________________________________     DOB: __________________

Address: _________________________________________________________________________ 
City: _____________________   State: _____   Zip: _________ Phone: ____________________​​​​___
       ( Urgent


( Next Available
Provider Requested:   ( H. Kyle Parks, M.D.     ( Rebecca Spahos, M.D.   ( Brandi Watson, FNP
If Requested Provider is unavailable. Can Patient be seen by another provider? ( Yes or ( No
Reason for Referral/Diagnosis: _________________________________________________________

__________________________________________________________________________________

Referring Physician: _________________________ Office Contact: ___________________________
If never referred to this office, please complete the following:
Address: ________________________ City: _______________________ State: ______ Zip: _______

Phone: _____-_____-_____ Fax: _____-_____-_____ NPI: ________________________
Please fax the following information:                                                                          
· Detailed Demographics

· Most recent office notes                                                           
· Labs (if appropriate)                                                     
· X- Ray reports and film (if appropriate)
· Copy of insurance cards (front and back)           
· Additional Notes: _____________________________________________________________
____________________________________________________________________________

	TO BE COMPLETED BY OFFICE.

Appointment

Date: ________________

Time: ________________

Made by: ______________


