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MEM Health Promotion Services — Patient Referral Form 

Fax to:949-864-3373 (HIPAA compliant) 

 
Referring Provider Information ______________________________________ 

Practice/Facility __________________________________________________________ 

Phone__________________________________________________________________ 

Fax Email _______________________________________________________________ 

Preferred communication.___________________________________________________ 

 

Patient Demographics 

Name____________________________________________________________ 

DOB____________________________________________________________ 

Phone___________________________________________________________ 

Email ___________________________________________________________ 

Address _________________________________________________________ 

Preferred language ________________________________________________ 

Emergency contact _________________________________________________ 

 

Referral Details: 

 Reason for referral_____________________________________________________  

Primary diagnosis/clinical concern_________________________________________ 

Relevant Medical History ________________________________________________ 

Medication Information:_________________________________________________ 

Medication list attached or key medications.  _________________________________ 

_____________________________________________________________________ 

Insurance Information:  

Insurance provider _______________________________________________________ 

Policy number __________________________________________________________ 

Self-pay option. __________________________________________________________ 

 

Any Supporting Documentation 

Clinical notes, Discharge summary; Care plan __________________________________ 

_______________________________________________________________________ 

Patient/Caregiver Consent  

Confirmation patient agrees to referral contact. __________________________________ 


