
 

 

 

Referral / Consultation Request 

Date: _______________ 

Patient Name: ____________________________________________________     Patient DOB: __________________ 

Address: ________________________________________________________________________________________ 

City/State/Zip: ______________________________________________    Phone: ______________________________ 

Responsible Party or Guardian: _________________________________  Phone: _______________________________ 

Insurance: _________________________________________  ID # ________________________________________ 

 

Pertinent Medical History 

 

Diagnoses: ______________________________________________________________________________________ 

Active Medications: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

 

Referring Physician: _________________________________  Facility/Practice: __________________________________ 

Phone: ________________________  Fax:_______________________               Appt. made via phone?  ☐Y  ☐N 

If yes, Appt. Date/Time: _____________________________________  With whom? _____________________________ 

 

Additional Comments: 

Michael B. DuVall, M.D.  �  John B. Gillen, III, M.D.  �    Ronald M. Smith, Jr, M.D. 
 
435 S. Burnett Rd., Springfield, OH 45505 �  (937) 325-8796 �  Fax (937) 325-6698 
                                             www.entspringfield.com 
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