[image: image1.wmf][image: image1.wmf]

Facsimile Transmittal

	To:
	     
	From:
	Clinic Appointment Scheduling Office/GI Medicine

	Fax:
	     
	Pages:
	3

	Phone:
	     
	Date:
	     

	Patients Name
	     
	CC:
	     


The information contained in this facsimile is PRIVILEGED and CONFIDENTIAL, intended only for the use of the addressee. You are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. If you have received this in error, please notify the sender immediately by telephone and return the original message to the sender via US Postal Service.

NEW PATIENT REFERRALS OR CONSULTATIONS:
Please fill out the forms completely, especially

· Name and address of the referring physician

· Insurance information including the policy and social security numbers  

Complete a separate form for each patient. Thank you for your cooperation.

.

NEW PATIENT REFERRALS/CONSULTATIONS

The information contained in this facsimile is PRIVILEGED and CONFIDENTIAL, intended only for the use of the addressee. You are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. If you have received this in error, please notify the sender immediately by telephone and return the original message to the sender via US Postal Service.

	TO:
	UNC GI Medicine Appts
	FROM:
	     

	PAGES
	     
	FAX:
	     

	DATE:
	     
	PHONE:
	     

	Patient’s Name:
	     
	Re:
	     


After completing both forms, please fax along with the copies of prior pertinent clinic notes, endoscopy reports, path reports, labs, imaging results, and discharge summaries.  Upon receipt, of all necessary information an appointment will be scheduled.  Thank you for allowing us to participate in your patient’s care!

CHECK SYMPTOM(S)/DIAGNOSE(S):

	 FORMCHECKBOX 
Acute Pancreatitis
 FORMCHECKBOX 
Bile duct stones
 FORMCHECKBOX 
Chronic Pancreatitis
 FORMCHECKBOX 
Gallstones  
 FORMCHECKBOX 
Pancreatic Cancer
 FORMCHECKBOX 
Pancreatic Disease

 FORMCHECKBOX 
Pancreatic Insufficiency
 FORMCHECKBOX 
Pancreatiobiliary
	 FORMCHECKBOX 
 Achalasia
 FORMCHECKBOX 
Atypical Chest Pain

 FORMCHECKBOX 
 Barrets 

 FORMCHECKBOX 
Dyspepsia

 FORMCHECKBOX 
Dysphagia
 FORMCHECKBOX 
Esophageal Disease

 FORMCHECKBOX 
Esophageal Motility
 FORMCHECKBOX 
H.pylori

 FORMCHECKBOX 
Reflux

 FORMCHECKBOX 
Swallowing Disorder
	 FORMCHECKBOX 
Crohn’s Disease

 FORMCHECKBOX 
IBD
 FORMCHECKBOX 
Perineal Crohn’s Disease

 FORMCHECKBOX 
Pouchitis
 FORMCHECKBOX 
Ulcerative Colitis
	 FORMCHECKBOX 
Chronic Abdominal Pain

 FORMCHECKBOX 
 Chronic Constipation

 FORMCHECKBOX 
Chronic Diarrhea

 FORMCHECKBOX 
Fecal Incontinence

 FORMCHECKBOX 
Functional Disorders

 FORMCHECKBOX 
IBS
	 FORMCHECKBOX 
Constipation
 FORMCHECKBOX 
Diarrhea

 FORMCHECKBOX 
GI Bleed
 FORMCHECKBOX 
GI Malignancies

 FORMCHECKBOX 
 Hematemesis

 FORMCHECKBOX 
Motility Problem

 FORMCHECKBOX 
Other:    


Spanish Interpreter Needed:  FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
Reason for Referral (check appropriate box):

 FORMCHECKBOX 
 Consultation and Recommendations, then return to sending clinic for care

 FORMCHECKBOX 
 2nd Opinion

SPECIFIC QUESTION TO BE ADDRESSED IN CONSULTATION:

	     

	     

	     

	     


PHYSICIAN INFORMATION:

	Primary Care Physician’s Name:
	     

	Street Address
	     

	City, State, Zip
	     

	Phone:
	     
	FAX:  
	     

	Referring Physician’s Name:
	     


 FORMCHECKBOX 
 Gastroenterologist      FORMCHECKBOX 
 Primary Care      FORMCHECKBOX 
 Surgeon      FORMCHECKBOX 
 Other      
	Name of Facility
	     

	Street Address
	     

	City, State, Zip
	     

	Phone:
	     
	FAX:  
	     


NEW PATIENT REFERRALS/CONSULTATION

REGISTRATION/INTAKE FORM

	Patient Information
	UNC MR# (if known):
	     

	Last Name

     
	First Name

     
	Middle Name

     

	Soc Sec No                                            Sex:

                                                     F  FORMCHECKBOX 
 M  FORMCHECKBOX 


	Birth Date

     
	Race:                             U.S. Citizen

                                  Y  FORMCHECKBOX 
 N  FORMCHECKBOX 


	Street Address

     
	
	Home Phone #

     

	City

     
	State

     
	Zip

     

	Responsible Party (the person who pays the patient’s portion of the bill) LEAVE BLANK IF SELF

	Last Name

     
	First Name, MI

     
	Date of Birth                   SEX:

                            F  FORMCHECKBOX 
  M  FORMCHECKBOX 


	Street Address

     
	
	Home Phone #

     

	City

     
	State 

     
	Zip

     

	Employer

     
	Work Phone #

     
	Soc. Sec.#

     

	Relationship to Patient (Check One):   FORMCHECKBOX 
Self        FORMCHECKBOX 
Spouse        FORMCHECKBOX 
Child       FORMCHECKBOX 
Parent        FORMCHECKBOX 
Other

	Emergency Contact

     
	Relationship to Patient

     
	Contact Phone #

     

	Primary Insurance Policy Holder Information  (Subscriber)

COPY OF INSURANCE CARD(S) FRONT AND BACK

	Last Name

     
	First Name MI

     
	Date of Birth                  SEX:

                            F  FORMCHECKBOX 
  M  FORMCHECKBOX 

     

	Employer Name

     
	Work Phone #

     
	Soc. Sec.#

     

	Name of Insurance    FORMCHECKBOX 
 HMO   FORMCHECKBOX 
PPO   FORMCHECKBOX 
 other      
     

	Policy #:                                                        
	Group #:     

 FORMDROPDOWN 


 FORMDROPDOWN 


	Effective Dates of Insurance Coverage      
     
	Claims Address (on Insurance Card)

     

	Patient’s Relationship to the Policy Holder- (Check One):     FORMCHECKBOX 
Self   FORMCHECKBOX 
Parent   FORMCHECKBOX 
Spouse   FORMCHECKBOX 
Child   FORMCHECKBOX 
Other 

	 FORMCHECKBOX 
 Employed FT    FORMCHECKBOX 
 Not Employed    FORMCHECKBOX 
 Retired     FORMCHECKBOX 
 Not Used Unknown   FORMCHECKBOX 
 Employed PT    FORMCHECKBOX 
  Self Employed   FORMCHECKBOX 
 Military

	Secondary Insurance Policy Holder Information  

	Last Name

     
	First Name MI

     
	Date of Birth                   SEX:

                            F  FORMCHECKBOX 
  M  FORMCHECKBOX 

     

	Employer Name

     
	Work Phone #

     
	Soc. Sec.#

     

	Name of Insurance    FORMCHECKBOX 
 HMO   FORMCHECKBOX 
PPO   FORMCHECKBOX 
 other      
     

	Policy #      
Group #      

	Effective Dates of Insurance Coverage       
     
	Claims Address (on Insurance Card)

     

	Patient’s Relationship to the Policy Holder- (Check One):     FORMCHECKBOX 
Self   FORMCHECKBOX 
Parent   FORMCHECKBOX 
Spouse   FORMCHECKBOX 
Child   FORMCHECKBOX 
Other 

	 FORMCHECKBOX 
 Employed FT    FORMCHECKBOX 
 Not Employed    FORMCHECKBOX 
 Retired     FORMCHECKBOX 
 Not Used Unknown   FORMCHECKBOX 
 Employed PT    FORMCHECKBOX 
  Self Employed   FORMCHECKBOX 
 Military











