
PHYSICIAN REFERRAL FORM
For medical providers only — not for patient self-referral
Fax completed form to (937) 704-2140   |   Questions: (937) 704-2130

* Required field

REFERRAL DETAILS
Is this referral URGENT? * Date of Request *

Yes — URGENT  /  No — Routine

PATIENT INFORMATION
Patient First Name * Patient Last Name *

Date of Birth * Phone Number *

Email Address

Street Address *

City * State * Zip *

INSURANCE INFORMATION
Primary Insurance Secondary Insurance

REFERRAL INFORMATION
Reason for Referral *

Provider Preference

Dr. Wimalawansa  /  Dr. Rymer  /  No Preference

REFERRING PHYSICIAN INFORMATION
Referring Physician Name * Physician Phone Number *

Physician Fax Number Physician Email Address

Practice / Office Name

Office Address

City State Zip

Gem City Hand and Microsurgeons   |   2361 Lakeview Drive, Beavercreek, OH 45431   |   Tel: (937) 704-2130   |   Fax: (937) 704-2140
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