ID CARE®
INFECTIOUS DISEASES SPECIALTY PRACTICE
P 910.729.6552

F 910.500.1002
WWW.IDCAREPA.COM

ID CARE® REFERRAL FORM

SPECIALTY: INFECTIOUS DISEASES

PHONE: 910.729.6552 | FAX: 910.500.1002

) PRACTICE LOCATIONS:
Z
E FAYETTEVILLE SANFORD []wirson
{-ll_-l 1319 AVON ST. 821 SHORNERBLVD. STEC 1700 S TARBORO ST. STE 202
E FAYETTEVILLE NC 28304 SANFORD NC 27330 WILSON NC 27893
REFERRING PROVIDER: PHONE: FAX:
REASON FOR REFERRAL
Z
Z . E
3
PATIENT’S NAME: DOB
Z | IF PATIENT IS UNDER 18 YEARS OLD — PARENT CONTACT NAME:
(@)
E E | PrREFERRED PHONE:; BEST TIME TO CALL;
g é SPECIAL CONSIDERATIONS IF ANY:
1B
E PATIENT'S INSURANCE:
PRIMARY CARE PROVIDER: PHONE: FAX:
CLINICAL QUESTION:

COMMENTS/ CONSIDERATIONS RELATED TO CLINICAL QUESTION: **PLEASE INCLUDE RECENT
OFFICE NOTES, LABS, PERTINENT IMAGING REPORTS, MEDICATION LIST, PROBLEM LIST, ALLERGIES,

AND RELEVANT CLINICAL INFORMATION. **

GENERAL
INFORMATION

PATIENT AWARE OF REASON FOR REFERRAL? [] YES [1 NO: EXPLAIN

REFERRAL CONFIRMATION

REFERRAL ACCEPTED? [ ] YES [ | No: EXPLAIN

APPOINTMENT OFFICE LOCATION:

|:| FAYETTEVILLE D SANFORD D WILSON

DATE & TIME:

REQUEST FOR ADDITIONAL SUPPORTING CLINICAL INFORMATION:

CONFIRMATION

PERSON COMPLETING CONFIRMATION: DATE OF CONFIRMATION:

e 1319 AVON ST. FAYETTEVILLE, NC 28304

e 821 SHORNER BLVD. STE C SANFORD, NC 27330 e 1700 S TARBORO ST. STE 202 WILSON, NC 27893
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