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Palmetto General Hospital

Fax Appointment Request Form

Fax#:    (Need to fill designated fax as applicable)

Contact Number:  (Same as Above)

DATE:                Requested By:                                                             Phone #:

PATIENT INFORMATION
Name:                                                                           Date of Birth:


Social Security:                                                           Gender:


Address:


Home Telephone:                                  Work:                              Cellular: MERGEFIELD name4 

INSURANCE INFORMATION

 Note:

If copy of ins. card is available  please fax a copy of the front and back of the card.


MEDICARE #                                                                              MEDICAID#


OTHER

PRIMARY INS.NAME :                                                               TELEPHONE#: 


SUBSCRIBER:                                                                           POLICY#:


SECONDARY INS. NAME                                                         TELEPHONE#


SUBSCRIBER:                                                                           POLICY#:  

AUTHORIZATION and/or REFERRAL**
AUTHORIZATION AND/OR REFERRAL REQUIRED:     (  )  NO      (   )  YES

If yes, 

Authorization Number_____________________________________

Referral Number** _________________________________________

*If referral is required, please fax copy

APPOINTMENTDATES & TIME REQUESTED


Please circle Preferred Appointment Dates and Times***

***Please note that we will always try to accommodate, however, it may not always be possible

FIRST AVAILABLE    MONDAY    TUESDAY    WEDNESDAY    THURSDAY    FRIDAY             MORNING     AFTERNOON COMMENTS:

MEDICAL INFORMATION
CPT-4 Code and Test Ordered:


ICD-9 Code & Diagnosis:

(Please remember to spell out Left or Right, No Rule Out, Possible, or Questionable, unless preceded by a symptom, 

i.e. Abdominal R/O Tumor

IMPORTANT


Please remember to also fax:

1. A copy of a valid script with the following:

· Patient Name

· CPT- 4 Code and Test Ordered

· ICD - 9 Code with Diagnosis 

· Signed and Dated by Physician

2. Copy of Insurance Card,  front and back  

3. Copy of Referral/Authorization Number,  if required by insurance plan

FOR INTERNAL DEPARTMENT USE:

Confidentiality Note: The documents included within and/or accompanying this fax contain information that is confidential and/or legally privileged. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, you are hereby notified that any disclosure, copying, distribution or the taking of any action in reliance on the contents included within this fax or attached hereto is strictly prohibited, and that all documents shall be returned  immediately. In this regard, if you have received this message in error, please notify the sender by telephone immediately so that we can arrange for the return of the original documents at no cost to you. Thank you.



APPT. DATE:__________


TIME:________________


BY:___________________








