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                                                  PATIENT REFERRAL INFORMATION 

 
DEMOGRAPHICS: 

 
Patient Name ______________________________________________ Date_____/_____/___________  

 

Patient Date of Birth______/______/___________       

 

Patient Address_________________________________________________________________________________ 

 

Patient Phone # (_______) _____________________ Alternate Phone # (______) _____________________________ 

 

Patient’s Primary Care 

Physician__________________________________NPI#_________________________________ 

 

Primary Care Physician’s Office Phone# (_______) __________________ Fax# (________) _______________ 

 

INSURANCE INFORMATION 

 

Reason for Referral____________________________________________________________________________ 

 

Primary Insurance_______________________________________         Policy #____________________________ 

 

Secondary Insurance_____________________________________  Policy#_____________________________ 

 

Referring Physician _________________________________________   NPI #_____________________________ 

 

Referring Physician Address______________________________________________________________________ 

 

Referring Physician Office Phone #_____________________________Referring Physician Fax #______________ 

 

Is Patient Ambulatory? Yes______No_______ 

 

Will Patient need Interpreter Services?   No_____ Yes, if so what language___________________________ 

 

Is Patient able to consent to treatment?  Yes_______ No________ 

 

 

Please include copies of patient’s Medication list, Past Medical History, History 

of the Wound, Recent test results pertaining to the wound including any 

Vascular Studies, Lab Results, and X-Rays when faxing referral. 

 

FAX ALL INFORMATION TO (978) 669-5695 
 

 

Thank you, 

 

Wound Care Center Staff    


