
 3320 WAKE FOREST RD. SUITE 430 ~ RALEIGH, NC 27609 
919.876.7676 PHONE 919.876.7163 FAX 

 
 

   
Today’s Date: _____________________  
 

 
Patient Demographic Information: 
 
 
 
 
 
 
 
 
 
 
 
Diagnosis & Medical History: 
 
 
 
 
 
 
 
 
 
 
 
 
Insurance Information: 
 
 
 
 
 
 
 
 
 
 
 
 
Referring Physician Information: 
 
The information contained in this fax transmission may be privileged & confidential.  Such information is intended only for the use of 
the individual or entity to which it is addressed.  If the reader of this document is not the intended recipient, or employee of the 
intended, you are hereby notified that any dissemination, distribution or copying of this document and/or its’ attachments is strictly 
prohibited.  If you have received this communication in error, please notify us immediately by telephone & return the original 
message to us via the US Postal Service, at the address on the heading of the transmittal 

 

 
Patient Name: ________________________________________________________________ 
 
Home #: _________________ Work #: _________________ Cell #: _____________________ 
 
Address: ____________________________________________________________________ 
 
City: ___________________________________ State: __________ Zip: ________________ 
 
Social Security #: _________-_________-__________ DOB: _______/________/_______ 

 

Diagnosis: ____________________________ Eval & Treat: _________ Consult: __________ 
 
Records/Medical History Available: ______________________________________________ 
 
X-ray/Diagnostic Studies Available: ______________________________________________ 
 

Please List Specific Studies, Date of Service & Facility where performed: 
 
 
_______________________________________________________________________ 

Work related injury:        YES         NO 
 
Primary Insurance: ________________ ID #: __________________Group #: _______ 
 

Subscriber: ____Patient or Family Member: __________________ DOB: __________ 
 

Customer Service #: __________________________ Verified by: ________________ 
______________________________________________________________________________ 
 
Secondary Insurance: __________________ ID #: ____________________Group #: _______ 
 

Subscriber: ______Patient or Family Member: ______________________ DOB: __________ 
 

Customer Service #: __________________________ Verified by: ______________________ 
 
 
 
 
 

 

Doctor: ________________________________________ Office Contact: _______________ 
Address: ___________________________________________________________________ 
City: ____________________________ State: ____________ Zip Code: _______________ 
Phone #: _______________________________ Fax #: ______________________________ 
 

Appt. Date: ________________________ 
Arrival Time: _______________________ 
Appt. Time: ________________________ 
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