
Medical Referral Form 

Patient Information 

First Name 
Last Name 
DOB 
Primary Contact Name 
Primary Contact Phone 
Street Address 
City, State, Zip 

Insurance Information 

Insurance Company Name 
Insurance ID 
Insurance Policy Holder 
Name 
Policy Holder DOB 
Relationship to Policy 
Holder 

Referral Information 

Reason for Referral o Newborn hearing screening
o Follow-up hearing screening
o Diagnostic hearing evaluation
o Other:

Referral Sent To (Facility/Provider Name): 
Phone: 
Fax: 

Referral Sent From (Facility/Provider Name): 
Phone: 
Fax: 

Relevant Records 
Included 

o Newborn hearing screening results
o Follow-up hearing screening results
o Discharge summary
o Well-child visit/post-partum visit summary
o Other:
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