REFERRAL REQUEST FORM

North Atlanta Pediatrics

1100 Lake Hearn Drive – Suite 100

Atlanta, GA 30342

404-256-3178

Fax 404-256-3583

REQUEST DATE:   

PATIENT NAME:

PARENT NAME:




 DAYTIME PHONE #:

INSURANCE CO: :





PLEASE CIRCLE :  EPO    PPO  POS    HMO

MEMBER NUMBER (for patient) - 

Do we have a copy of your current insurance card ?   Yes      No    If no, send copy of front & back of card

Name of  Physician authorizing your referral?  Please Circle:   KNOX     FULLER     HARRELL    WEISS  

Reason for referral:

Name of specialist you are seeing:
Specialist phone number:





  Fax number:

Specialist Insurance ID number:

Date of appointment:
When scheduling your appointment, make sure the specialist participates in your plan.  In order to process your referral we must have all the information listed above.  You will find our address and fax number at the top of this form.  

Please return this information to us as soon as you schedule your appointment.                               We require a minimum of three business days to process your requests.  
Date Received  ___________ (OFFICE USE ONLY)

