
Medical Appointments Referral Form 

Name: _____________________________ DOB: _____________________________ 

Medical Appointment Information 
Name of Institution/Provider: 
(use Provider name only, if 
institution name can compromise 
confidentiality) 

Appointment Date: 
Location: 

Contact Name: 
Phone number: 
Email: 
Appointment Support 
Name of person(s) accompanying 
client to appointment  
Phone number: 
Email: 
Notes: 

Medical Appointment Preparation:  
☐ Identification

☐ Insurance card

☐ Payment method: cash, check, debit/credit card

☐ Referral form

☐ Test Results

☐ List of questions for provider (Only print questions at the request of the
client, as question list may contain sensitive information)

STANDARD REFERRING AGENCY INFORMATION: 
Referring Agency/Provider: _______________________________________________________
Date Referred: ___________________________________________________________________
Name of person providing referral: _________________________________________________
Phone number of person providing referral: _________________________________________
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