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*Must Include the Following*
• Demographic Sheet
• Current Medication List
• Most recent Laboratory & Diagnostic Testing
• Last office note with complete Medical History

If referral authorization is required from insurance & not received, we will NOT be able to 
schedule your patient.

All information will be reviewed promptly.  Once completed, we will schedule & notify the patient of their 
appointment time and fax confirmation to your office within 24 hours.

Thank you for your assistance with this process and your referral to our practice.

Camille Blackledge, MD, FACS
Alex Ordonez, MD, FACS

Referral Form – Please print clearly & fill out completely

Patient Name:________________________________________________________________ 

Address:____________________________________________________________________

City:__________________________ State:______ Zip:__________ DOB:________________ 

Home Phone:______________________________ Atl. Phone:_________________________

Primary Ins.:___________________ ID#:___________________ Group#:________________ 

Secondary Ins.:________________  ID#:___________________ Group#:________________

Diagnosis:____________________________________________ ICD 9:_________________ 

PCP:_______________________________________________________________________

Referring Physician:___________________________________________________________ 

Office Contact Name:__________________________________________________________

Office #:__________________________________ Fax #:_____________________________

Jessica Stephens, MD




