
3510 Old Milton Parkway, Alpharetta, GA 30005  
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www.pediatricsgenetics.com 

 

Patient Referral from Physicians 

Referred by: Physician Name______________________________________ 

Practice Name:___________________________ Phone:________________ 

Reason for Referral _____________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

Patient’s legal name ______________________________   DoB ________ 

Medical Records attached: _______________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Authorized Referral Signature:________________________ Date:________ 

 

Guardian Name (for Pediatric Patients)______________________________ 

Address:______________________________________________________ 

_____________________________________________________________ 

Contact Information: Phone:________________ email_________________ 

Primary Insurance Carrier:___________ Member Number_______________ 

Group Number ___________________ Plan: HMO   POS   PPO 

The Practice will make every attempt to accommodate the patient at the earliest possible date.  For urgent cases 

we suggest you call the clinic to ensure that appointment available meets the patient’s needs 
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Patient Referral from Payers 

Referring Carrier: ______________________________________________ 

Reason for Referral _____________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Patient’s legal name ______________________________   DoB ________ 

Medical Records attached: _______________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Authorized Referral Name:_______________________  Phone __________ 

Authorized Referral Signature:________________________ Date:________ 

 

Guardian Name (for Pediatric Patients)______________________________ 

Address:______________________________________________________ 

_____________________________________________________________ 

Contact Information: Phone:________________ email_________________ 

Primary Insurance Carrier:___________ Member Number_______________ 

Group Number ________________           Plan:   HMO     POS     PPO 

The Practice will make every attempt to accommodate the patient at the earliest possible date.  For urgent cases 

we suggest you call the clinic to ensure that appointment available meets the patient’s needs 


