
 

1400 Dowell Springs Blvd, Suite 340 Knoxville, TN 37909  
Phone: 865-888-9494 Fax: 865-444-7672 

 
Referral Form 

It is our policy that all patients have a referral from their primary care provider and must have 
an ongoing relationship with this provider. Please include any chart notes or diagnostic reports 
from the last 6-9 months to support this referral, insurance cards, labs (BMP or CMP and A1C), 
and an updated medications list. We will not review the referral until the information listed 
above is sent. 
 
Date of referral: ______________ 
 
REASON FOR REFERRAL: _____________________________________________ 

 Patient Name:         
  ❑ Male ❑Female        Date of birth:  

 Patient’s address:   

 Telephone:  Home:       Cell:        
 

Caregiver Name:   

Relationship to Patient:   

 Telephone:  Home:       Cell:        
 

 

Referring Physician:                                       
     

 

❑ Primary Care 
❑ Other: 
__________ 

 Address:    

Contact telephone: Office: Fax:  

Primary Insurance Information:   
    

 

Company:  Name of Insured:  


