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Section B: Referral Information

Completed By:

Referring Health Care Provider
Medical Condition

Is an Escort Recommended? " Yes

No  Ifyes reason

__ Diabetic

Escort Name

. B
Reason for Referral

____ Consult/Councilling
___Confinement
—__Follow-up

_;mTreatment
. Surgery
Specialist/Facility

Name

Location of Appointment

Admission

~_ Specialty

- Diagnostic Test  -Scan

- MRI

. Mammogram
—__ Ultrasound -
. Other (type)

Keray.!
—_ Scope
Biopsy
— Labwork

Phone _ Fax

Referring Health Care Provider Signaturs

Section C: Appointment Information

Appointment Date Time _ Confirmation Required __ Yes  No
Date - T

Special Instructions/Needs

NIHS Approval

Signature Prior Approval # Date

- Please fax the completed form to 1-807-737-3879




