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Carilion Children’s Pediatric Gastroenterology and Nutrition
Please fax all pertinent medical records (office visits, imaging, labs etc).
Fax Number: 540-857-5217                    Referral phone number: 540-510-6600

PATIENT INFORMATION

Patient Name (First, MI, Last): ____________________________________________________

Date of Birth:  _______________ 
Preferred language: ____________________  


Address:
________________________________________________________________

Insurance Coverage:  _________________________________
ID#: _______________________ 

Is an insurance referral required?  Yes    No 
Guarantor Name and DOB: __________________________Relationship to patient: _______________ 
Telephone (Home):  _______________  (Cell):  _______________   (Work):  _______________  

Reason for Referral (please circle):

Obesity     Liver/Pancreas     Celiac    Constipation
Nutritional Deficiency     Feeding Concerns     Rectal Issues     Abdominal Concerns
Stool Concerns
Additional information related to reason for referral (if needed): __________________________________
Priority of Appointment (please circle one below):
Urgent    See w/in 2 days    See w/in 7 days    See w/in 14 days   Routine
First Available or Specific Provider:  _______________________________________  

REFERRING PHYSICIAN OFFICE INFORMATION
Provider Referring the Patient:  ____________________________________________________  

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