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CARILION CLINIC



Specialty Provider Appointment Request Form
Fax Number: 540-772-8159

Telephone Number: 540-224-5170
Please include all pertinent medical records as well as labs, diagnostic studies or other relevant patient information 

Requested medical specialty or service line (please circle one below):

OTOLARYNGOLOGY    
AUDIOLOGY
PATIENT INFORMATION

Patient Name (First, MI, Last): ____________________________________________________

Date of Birth:  _______________  
Date of Injury:  _______________ (if applicable)
Priority of Appointment (please circle one below):
Urgent    See w/in 2 days    See w/in 7 days    See w/in 14 days    See w/in 30 days    Routine
Guarantor Name:  ______________________________________________________________

Relationship to the Patient:  _________________________

Preferred language: ____________________  Primary language (birth):  _________________________


Address:
________________________________________________________________



________________________________________________________________

Telephone (Home):  _______________   (Cell):  _______________   (Work):  _______________  

Insurance Coverage:  _________________________________
ID#: _______________________ 

Work Comp?  Yes
No    Is an insurance referral required?  Yes    No     Referral Number: ______________
Reason for Visit & Body Part: ____________________________________________
Side:  RT   LT   BIL
Has the patient had prior medical care for this problem in the same specialty?  
Yes 
No  If yes, the records from previous provider are needed prior to scheduling.

First Available or Specific Physician:  _______________________________________  

REFERRING PHYSICIAN OFFICE INFORMATION
Provider Referring the Patient:  ____________________________________________________  

We will contact via fax to notify you of the appointment request outcome.
Office Contact Name: __________________________  Contact Fax Number:  ______________________
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