[bookmark: _GoBack] Referral Form
Hyperbaric Oxygen Treatment Centers
1395 North Main Street, Suite G
Randolph MA 02368
Ph: 781-961-7887 Fax: 781-986-8360

Patient name: ______________________________________________ DOB: ___________________________________
Patient home phone #: ______________________________ Cell phone #: _____________________________________

Referring Provider: __________________________________________________________________________________
Provider phone: ______________________________________ Fax :__________________________________________
Contact person: _____________________________________________________________________________________
Provider address: ___________________________________________________________________________________
Provider email address: ______________________________________________________________________________

Diagnosis/reason for referral: __________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Pertinent past medical history: _________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Patient’s mobility status: _____________________________________________________________________________

Please attach demographic sheet or provide patient’s insurance information (Primary and Secondary if applicable): ____________________________________________________________________________________________________________________________________________________________________________________________________
Patient’s Primary Care Provider name:__________________________________________________________________
PCP address: _______________________________________________________________________________________

Please provide copies of pertinent medical records
