
Consultation Verification Form

nn  FAX nn TELEPHONE* nn WRITTEN REQUEST

REQUES TING PHYSICIAN CONSULTING PHYSICIAN

PRACTICE NAME

S TAFF CONTACT

PHONE NUMBER

FAX NUMBER

NUMBER OF PAGES 

Urgent: Please have physician review. This is a verification for request of a consultation. If this request for consultation is not valid,
please contact our office immediately. Make sure this request for consultation and the reason for the request is documented in the
patient’s medical chart.

Please have your physician:
Check the appropriate request for services on: ____________________________________________________________________
Fill in patient diagnosis/condition/sign & symptom
Sign at bottom to verify consultation request

Request for Consultation/Opinion on:_________________________________________________________
nn Opinion or advice sought on patient diagnosis/condition/treatment
nn Diagnostic or therapeutic treatment may be initiated subsequent to opinion

Request Dr. ___________________ assume care of: ______________________________________________
nn Transfer of care for management of patient
nn May be either total patient care or transfer of care for specified diagnosis/condition/sign & symptoms
nn Transfer of care must be approved by rendering physician prior to visit

SIGNATURE OF REQUESTING PHYSICIAN OR OFFICE STAFF DATE VERIFIED

* If verified by telephone, record date and staff person who verified consultation request.

Message: If you do not receive all the pages indicated on the above line, please call us immediately so that we may re-send the missing
sheets. Thank you.

CONFIDENTIALIT Y NOTICE

THIS MESSAGE IS INTENDED ONLY FOR THE USE OF THE INDIVIDUAL OR ENTITY TO WHICH IT IS ADDRESSED AND MAY CONTAIN INFORMATION
THAT IS PRIVILEGED, CONFIDENTIAL, AND EXEMPT FROM DISCLOSURE UNDER APPLICABLE LAW. IF THE READER OF THIS MESSAGE IS NOT THE
INTENDED RECIPIENT, OR THE EMPLOYEE OR AGENT RESPONSIBLE FOR DELIVERING THE MESSAGE SOLELY TO THE INTENDED RECIPIENT, YOU
ARE HEREBY NOTIFIED THAT ANY DISSEMINATION, DISTRIBUTION OR COPYING OF THIS COMMUNICATIONS IS STRICTLY PROHIBITED. IF YOU
HAVE RECEIVED THIS COMMUNICATION IN ERROR, PLEASE NOTIFY US IMMEDIATELY BY TELEPHONE AS INDICATED ABOVE. THIS FAX MAY CON-
TAIN INFORMATION DISCLOSED TO YOU FROM RECORDS PROTECTED BY FEDERAL CONFIDENTIALITY RULES (42CFR part 2). FEDERAL RULES PRO-
HIBIT REDISCLOSURE OF THIS INFORMATION WITHOUT EXPRESS WRITTEN CONSENT OF THE PERSON TO WHOM IT PERTAINS OR AS OTHER WISE
PERMITTED BY LAW.

PRACTICE NAME

S TAFF CONTACT

PHONE NUMBER

FAX NUMBER

DATE REQUESTED

PATIENT NAME

PATIENT DIAGNOSIS/CONDITION/SIGNS & SYMPTOMS

PATIENT DIAGNOSIS/CONDITION/SIGNS & SYMPTOMS

                                    


