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Community Medical Centers Pediatric Specialty
Physician Referral Form

Pediatric Specialty Clinics

**Please Print**

Referring Attending: ____________________________________________________________________

Referring Resident: _____________________________________________________________________

Referring Organization: ___________________________________________________________________

Address: ___________________________  City: ______________________ State: _____ Zip: _________

Contact Person: ___________________________  Phone: ________________  Fax: ________________

Primary Care Physician (if different): _________________________________________________________

 Adolescent Medicine 
(requires physician to physician 
consultation)

 Asthma/Pulmonology
 Cardiology
 Cystic Fibrosis
 Dermatology
 Endocrine/Diabetes
 Gastroenterology
 Genetics
 Hematology
 Nephrology
 Neurology
 Orthopedics
 Rheumatology
 Urology
  ____________________________
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nt Language: _______________________________________ SSN: __________________________

Daytime Phone: ___________________________ Evening Phone: _________________________
 Fresno County
 Out of County

County _________________________

 Routine (Fax)  ASAP (2-5 days) (Fax & Call)   
 ER - Urgent Follow-up  URGENT (0-48 hours)  Approved By Doctor: ________________________________________

Diagnosis/Reason for Referral (Must Complete): _______________________________________________________________________

History pertinent to Referral: ________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________  

X-Ray  Yes  No     MRI  Yes  No    CT  Yes  No

Location where tests were completed: ________________________________________________________________________________

Other pertinent test _______________________________________________________________   Additional information being faxed

Date: __________ Time: _________ Provider Signature: _______________________________  ID#: ___________

Appointment: Date: _____/_____/_____ Time: ___________ Scheduled by: ____________________ EXT________

Last, First Name: _____________________________________________________________________________________ DOB: ______________

Address: _______________________________________________________________________________________________________________

City: _______________________________________________________________________________  State: __________  Zip: _______________

CMC Account Number (if known): ____________________________________________________________________________________________

Insurance: ______________________________________________________________________________________________________________
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Last, First

Last, First

Last, First

Referral to: If specific MD desired: _____________________ Log # _________ Date: ______/______/______

North Medical Plaza Community Medical 
Centers Pediatric Specialties

215 N. Fresno St., Suite 370, Fresno, CA 93701
559-459-BEAR (2327)  FAX: 559-459-1539
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clear "quiet" area required on all 4 sides. Bar 
code appears on face, ply one only.


