
 

 
8821 University East Drive, Suite 120, Charlotte, NC 28213 

    * Tel: (704) 428-9006 * Fax: (704) 599-0998  
 Email: patientcare@apmr3.com 

 

Referral Form 

Patient Information: 

Full Name: ____________________________________________________________ Date: _______________________  
First                MI  Last 

 

Patient Mailing Address: __________________________________City: _______________State: _________Zip: ______ 

 

 

Phone#: ________________________________DOB: ______________    Female:         Male:  

 

Social Security Number: ________________________________   Referred by: ________________________________  

 

Practice Name: _________________________________________Referring Provider Phone#______________________ 

 

Referring Provider Fax#________________________________  

 

Present Complaints/Reason for Referral: 

Please describe the patient’s complaints: 

____________________________________________________________________________________ 

 

Health Insurance Information (Please Attached copy of the Card) 

Company name: ___________________________________ Phone#: ___________________________________ 

Address: _________________________________________City, State, Zip: _____________________________ 

Subscriber Number #_______________________________ Group# ___________________________________ 

Is the patient the Subscriber?          Yes          No    (If no, Subscriber Name: _________________________________) 

 

 

Internal Use Only:  

 

Appointment Scheduled:                     Date:  _____________________ Time: ______________________          


