
 

REFERRAL FORM 

Please complete this form and fax it back to Troy Medical at (833) 941-2429 

Referring Provider Information 

Provider Name:  

Phone:  

Fax:  

 

Patient Information 

Patient 
Name: 

 

DOB:  

Phone:  

Primary 
Ins: 

 Secondary 
Ins: 

 

 

Refer to Department: 

​ PCP Clinic 

​ Endocrinology​ ​ ​  

​ Neurology 

​ Rheumatology 

 

Diagnosis/Reason for Visit: Please include any applicable visit notes, imaging, or other results when faxing. 

 
 
 
 
 
 
 
 


