
___________________________________________________ would like to refer our patient to your office.

                    (print physician’s first and last name)

**Please be sure to use a cover sheet that includes Physician’s address and phone and fax. **

PATIENT’S NAME:  ___________________________________________________________

DATE OF BIRTH:  _____________________________________________________________

DIAGNOSIS CODE(S):  _________________________________________________________

Please forward the MOST RECENT records to our office so we can provide the best possible care for your 
patients.

DEMOGRAPHICS
INSURANCE CARDS (front and back)
LAST OFFICE NOTE
MED LIST
VASCULAR STUDIES (ULTRASOUND)
DIGITAL PICTURES (if available)

**PLEASE FAX MULTIPLE PATIENTS SEPARATELY**

LIVING WATER VEIN INSTITUTE 

2800 Peoples Street, Suite 80 Johnson City, TN 37604

OFFICE:  423-631-0101  FAX:  423-328-9027    office@livingwatervein.com

mailto:office@livingwatervein.com

