
 

 

   

Downtown: 
2210 E. Illinois #505 
Fresno, CA 93701 
(P) 559-266-8989 
(F) 559-266-8994 

 Clovis: 
722 Medical Center Dr. E #105 
Clovis, CA 93611 
(P) 559-299-6300 
(F) 559-299-2137 

 

Referral Form 

Patient Name: ________________________ DOB: ____________ 

SSN#: ________________(required) 

Reason for Referral: __________________________________________________ 

Referring M.D: ____________________________Phone #: __________________ 

Contact Person Info: ________________________Fax #: ____________________ 

Insurance Name: ___________________________ Member I.D.# _____________ 

***Please attach copy of Insurance Card and Patient demographics. 

For OB Patients (circle one):   

Consultation for delivery    or     Take over Prenatal Care 

LMP: __________ 

EDC: __________ 
 

*Please fax ALL Prenatal Records, Labs, Cultures, Ultrasound reports and Last Pap 

Smear Results.  

 

For GYN Patients (circle one): 

Routine Physical (PAP) or Other (explain): ___________________________ 

*Please fax all chart notes from Doctor, Labs, and Ultrasounds pertaining for reason of 

referral.  

APPOINTMENT: _____________________________ 

Julie Nicole, MD 

Victor Morales, MD 

Ana-Liza Pascual, MD 

Kanwer Dhami, MD 

Kim Morris, NP 
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