
Confidentiality	
  Notice:	
  The	
  documents	
  contained	
  in	
  this	
  email	
  or	
  fax	
  may	
  contain	
  confidential	
  information	
  belonging	
  to	
  the	
  sender	
  which	
  is	
  
legally	
  privileged.	
  The	
  information	
  is	
  intended	
  only	
  for	
  the	
  use	
  of	
  the	
  individual	
  or	
  the	
  entity	
  named	
  above	
  as	
  recipient.	
  If	
  you	
  are	
  not	
  the	
  
intended	
  recipient,	
  you	
  are	
  hereby	
  notified	
  that	
  any	
  disclosure,	
  copying,	
  distribution	
  or	
  the	
  taking	
  of	
  any	
  action	
  in	
  reliance	
  on	
  or	
  regarding	
  the	
  
contents	
  of	
  this	
  information	
  is	
  strictly	
  prohibited.	
  If	
  you	
  have	
  received	
  this	
  email	
  or	
  fax	
  in	
  error,	
  please	
  notify	
  us	
  immediately	
  by	
  telephone	
  to	
  
arrange	
  for	
  the	
  return	
  of	
  the	
  original	
  documents	
  to	
  us.	
  

	
  

	
  

Referral	
  Form	
  

To	
  refer	
  a	
  patient,	
  please	
  fill	
  out	
  the	
  information	
  below	
  and	
  send	
  to	
  scheduling@premiermedicalimaging.net	
  
	
  

Patient	
  Name:	
  __________________________	
   	
   D.O.B	
  ________________________	
  
	
  
Patient	
  Address:	
  ________________________________________________________________	
  
	
  
City:	
  _______________________	
   State:	
  ________________	
   Zip:	
  ____________________	
  
	
  
Patient	
  Home	
  Phone:	
  ____________________	
   	
  	
  	
  	
  	
  Cell	
  Phone:	
  ________________________	
  
	
  
Referring	
  Physician:	
  _____________________________________________________________	
  
	
  
Address:	
  ______________________________________________________________________	
  
	
  
City:	
  ______________________	
   State:	
  ________________	
   Zip:	
  ____________________	
  
	
  
Office	
  Phone:	
  ________________________	
  	
   Office	
  Fax:	
  __________________________	
  
	
  
Exam	
  Requested:	
  _______________________________________________________________	
  
	
  
Clinical	
  Impression:	
  ______________________________________________________________	
  
	
  
_____	
  Send	
  Films/CD	
  with	
  Patient	
   	
   _____	
  Send	
  Report	
  to:_______________________	
  
	
  
	
  
	
  
Referring	
  Physician	
  Signature:	
  _______________________________	
  Date:	
  ____________	
  

	
  


