
Physician Referral Form 
After you submit the referral form below, your patient will be contacted for scheduling. 
 
Please complete the information below and fax to (646) 537-1435 

 

      

 (800) 563-3498 

(212) 241-5656 

www.therespiratoryinstitute.org 

Provider Information 
 
  

Provider First Name ____________________________________________________________________________ 

 

Provider Last Name ____________________________________________________________________________ 

 

Type of Practice  ____________________________________________________________________________ 

 

Provider Country  ____________________________________________________________________________ 

 

Provider Address  ____________________________________________________________________________ 

 

Provider Phone Number ____________________________________________________________________________ 

 

Provider Fax  ____________________________________________________________________________ 

 

Provider Email Address ____________________________________________________________________________ 

 

 

Patient Information 
 
  

First Name ____________________________________________________________________________ 

 

Last Name ____________________________________________________________________________ 

 

Gender  ____________________________________________________________________________ 

 

Date of Birth ____________________________________________________________________________ 

 

Age  ____________________________________________________________________________ 

 

Country  ____________________________________________________________________________ 

 

Address  ____________________________________________________________________________ 

 

Medical Concern why you would like the patient to be seen: 

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

____________________________________________________________________________ 

 

Medications ____________________________________________________________________________ 

 

Insurance Carrier ____________________________________________________________________________ 

 

Comments ____________________________________________________________________________ 

 

 


