
      

 

   Reason for referral:    □ Wound Care          □ HBO Evaluation and Treatment Only            □ Both (If Indicated) 

 
Patient Information: 

   Today’s Date: ____________________________  Patient Name: _____________________________ 
 
   Physician: _______________________________ Diagnosis/Reason for referring:_________________ 
    
                                                                                               __________________________________________ 
 
   Patient S.S. #: ____________________________ Date of Birth: ______________        Sex: □ M □ F 
 
   Address: _________________________________________________________________________________ 
 
   Home Phone: __________________  Work/Cell Phone: __________________ Best time to call: __________ 

 
Insurance Information: 

 
   Name of Insured: __________________________________   S.S. # __________________________________ 
 
   Relationship to Patient: ______________________________________________________________________ 
 
   Place of Employment: _______________________________ Phone #: ________________________________ 
 
   Insurance Name and Address: _________________________________________________________________ 
 
   Policy #:    Group #:     
 

 
Referring Physician Preferences: 

   Wound Care Panel Includes:    
   □First Available 
   □Dr. Thomas Boyle                                                                        □Dr. Bruce Lattyak  
   □ Dr. William Statton      □Dr. Stephen Waterbrook                                      
   □Michelle Harris, FNP-C, CWOCN                      
   □Dr. Kennan Runte, Podiatry 
   □Dr. Stephen Latter, Podiatry 

 
 
   Forms attached: 
   □H & P      □X-rays   
   □Wound cultures               □ Labs                         □Photos   
   □Insurance cards   
 
   Physician or Practitioner Signature: _____________________________________________________________ 

   Please call 272-8619 for an appointment or Fax this form to 272-3853 


