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SPECIALTY CLINIC REFERRAL FORM
Date: 8'}&! 80(9

Clinic Referml to. (JMCLNO: Adult Medicine UAMCLNO: Neurology
(J MCLNO: HOP/Infectious Disease (U MCLNO: Der matology

EMCLNO Hepatitis C [ Other Clmch ouin llklagg[,, In

Clinic at Hospital
Referral from: O MCLESU () Primary Care Clinic For Chabert Ortho Clinic Only
(Other MCL Facilities: QmMQEM[g,,;Q (dUrgent (] Routine
U Chronic Spine Pain

_Patient’s Name: jemql\\j gc,é\u\ 4 A Male (d Female

Date of Birth: 4 @J/G’Q'] Age: 23 SSN:
Telephone #: Alternate Contact #:
Address:

Reason for Refenal Pa&mmhﬂﬁ_ﬂapw_mﬂaﬁ Pecsan 1o help with his
040 Ce e psif. .

Diagnosis for Referral /Lb {‘(’,. / ¢ ﬂ5¢ll ICD-¥Codec: 43 H?» ﬂ/g

Onset of lllness:
Treatment Given:

Specialist Notified? QOvYes QNo Name: Date:

Desired appointment interval:
(J Within two weeks (1 Within one month () Next available (within two months)

(J Other (i.e. specific month, day of week, time, etc.)

Referring Physician Signature / Stamp Attcndmg Physn( ian Dat
Printed name of approving physician Date of Approval

For Appointment Office Use
O Approved O Denied Q) Referred to primary care clinic or provider
Comments

Incomplete request

Lack of attending approval

Appropriate diagnostic studies not ordered prior to referral
Appropriate diagnostic studies not completed prior to referral

Inappropriate referral Chronic problem, patient previously discharged from clinic

Clinic not available from referring area Patient has Tulane hospital number, LSU clinic referral

Service requested on wrong form Patient has LSU hospital number, Tulane clinic referral

Community Care Referral needed Service not available at MCLNO, referred to primary care clinic/provider

Primary Care Clinic - 1545 Tulane Avenue * New Orleans, Louisiana 70112 « (504) 903-2373 or (504) 903-5167 * Fax: (504) 903-1605 or (504) 903-5157

LSU Interim Hospital - 2021 Perdido Street + New Orleans, Louisiana 70112 - (504) 903-3000
White Copy Patient's Chart « Yellow Copy: To Pat
MCLN OTPT 102 K (R 5/09)



