
 

NEW PATIENT REFERRAL FORM 

 

Patient Information: 

Last Name: ________________________ First Name: ______________ D.O.B. __ __ / __ __ / __ __ 

Address: _____________________________ City: ___________________ Zip: ________________ 

Cell #: _________________________ Home #:_________________________ 

Email: __________________________________________________ 

Pharmacy: _______________________________________________ 

 

Insurance Information: Please include a legible copy of the front and back of all insurance cards. 

Primary Insurance: _______________________________ Insurance ID #: _______________________ 

Secondary Insurance: _____________________________ Insurance ID #: ________________________ 

Reason for Consult:________________________________________________________________ 

Does Patient Require Interpreter? Y/N   Specify Language/Sign _______________________  

Referring MD: ___________________________________ Phone: __________________________ 

Referring Contact Name: __________________    EXT: _______  

PLEASE FAX THE COMPLETED FORM AND INFORMATION BELOW TO 315-476-

5211. THANK YOU.  

The following information is REQUIRED prior to receiving an appointment: Most 

Recent Office Note, Last 2 sets of Most Recent Labs (BMP/CMP), Current Medication 

List, and any renal imaging available.  

ALL CONSULTS ARE PERFORMED AT OUR PRIMARY LOCATION. PATIENTS UNDER 18 SHOULD BE 

REFERRED TO A PEDIATRIC NEPHROLOGIST 


