
770-614-6266   Fax: 678-392-4827

Email: records@vacwoundcarespecialists.com 

Patient Referral Form 

Referring Provider Name: ____________________________________________________ 

Specialty: __________________________________________________________________ 

Clinic/Hospital Name: ______________________________________________________ 

Address: ___________________________________________________________________ 

Phone:___________________________Fax:_________________________Email:________________________________ 

Patient Information: 

Patient Name: ___________________________________________________

Date of Birth: _________________________ 

Gender: ____Male ____Female 

Address: ___________________________________________________________________ 

Phone: ______________________________ 

Email: _____________________________________________________________________ 

Patient Point of Contact:________________________________________ Ph#: ___________________________

Email: ___________________________________________________________________________

Reason for Referral: 
____________________________________________________________________________________ 

Referring Provider Signature: _________________________________Date: __________________ 

Patient Signature: ___________________________________________________________________ 

Please send the last 90 days of medical notes along with a referral for the patient.  

Please include a front and back copy of insurance card and an ID.  If pictures of the wound are available 
please include. 

Patient Advocate (rep) Name: _______________________________________________________ 






