
Thank you for choosing Murfreesboro Medical Clinic and SurgiCenter for the 
referral of your patient. Please complete the referral information below and fax 
to the appropriate department. We understand faxing might not always be the 
fastest option to send a referral. We are happy to now provide a simpler 
solution. Visit mmclinic.com/referringproviders to submit this referral online. 

Referral Form 

Referring Provider Details 

Provider Name: _____________________________________ Provider Practice Name: _________________________________ 

Specialty: __________________________________________________________________________________________________ 

Referral Type (select one):  ☐ Co-management    ☐ Consultation    ☐ Transfer 

Primary Diagnosis: __________________________________________________________________________________________ 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

Urgency (select one):  ☐ Routine    ☐ Urgent 

Appointment Preferences 

Preferred Day of Week:  ☐ Monday    ☐ Tuesday    ☐ Wednesday   ☐ Thursday    ☐ Friday 

Preferred Time of Day:  ☐ Any Time    ☐ Morning    ☐ Afternoon    ☐ Evening  

Patient Contact Information 

First: __________________________ Middle: __________________________ Last: __________________________ Suffix: _____ 

Date of Birth: _____/_____/_________    Gender:   ☐ Male    ☐ Female 

Street Address: _____________________________________________________________________________________________ 

City: _________________________________________ State: _________________________ Zip Code: _____________________ 

Email Address: ___________________________________________    ☐ No Email 

Phone Number: __________________________________________    Phone Type:   ☐ Home    ☐ Mobile    ☐ Work 

Patient Insurance Information 

Insurance Company: _____________________________________ Policy ID Number: __________________________________ 

Is the patient the insurance holder?   ☐ Yes    ☐ No 

We cannot complete the referral process until all above items are listed. Please fax along with the relevant 
clinical information to the appropriate department. THANK YOU FOR THE REFERRAL! 



MMC Referral Fax Numbers 

Department Fax Number 

Allergy, Asthma & Immunology 615-278-7610

Anticoagulation Clinic (Internal & Family Medicine) 615-867-7915

Dermatology 615-867-8221

Endocrinology 615-867-8094

Gastroenterology 615-867-8073

General Surgery 615-893-1769

Neurology 615-867-8092

Obstetrics & Gynecology 615-867-7944 | 615-867-7961 | 615-867-7943

Ophthalmology 615-895-2224

Otolaryngology (Comprehensive ENT Specialists) 615-895-0275

Pediatrics 615-867-8182

Plastic & Reconstructive Surgery 615-867-7954

Podiatry 615-867-8081

Radiology 615-867-7969 | 615-867-8167

Rheumatology 615-867-8039

Spine, Joint & Pain Center (Manchester Location) 931-954-5152

Spine, Joint & Pain Center (Murfreesboro Location) 615-867-7974

Vascular Surgery & The Vein Center 615-867-8008 




