
Subscriber:

Insurance Co. Phone No.:_____________________________________________

_____________________________________________

_____________________________________________

Parent/Guarantor:

Name:

Insurance Company:

____________________________________ZIP:____________________________________

_____________________________________________________________________________________________

State:City: ____________________________________

Authorized Contact (if different from pt.):

_____________________________________________________________________

Medications currently on:
All applicable clinical notes, recent lab work, and other pertinent information should accompany this request (please see next page).

_____________________________________________FAX No.: _____________________________________________Contact Person:

__________________________________________________________________________________________________________

______________________________________________________________________________________________________________________

____________________________________

_______________________________________________________________________________________________

Mailing Address: _____________________________________________

Preferred Phone No.:

____________________________________

____________________________________Alt.Phone No.:

Diagnosis/Problem/ICD-9:

Reason for Referral:

______________________________________________________________________________________________________________________

Pertinent Studies/Procedures done (i.e. labs, CT, X-ray):

Symptoms:

ZIP:

____________________________________

____________________________________

____________________________________

____________________________________DOB:

UF/Shands MR#:

_____________________________________________Needs Interpreter (Y/N):

____________________________________

Name:Primary Care Physician Information

_____________________________________________FAX No.: Contact Person:__________________________________________________________________________________________

____________________________________

_____________________________________________Mailing Address: City: ____________________________________

Patient Name:

Patient SSN (can be provided day of appointment):

TODAY’S DATE:

Preferred Language:

_________________________________________________________________________________________________________________________________________________________

Phone No.:

Specialty:____________________________________

City:Mailing Address:

____________________________________

Studies/Procedures requested (visual field, stress test, etc.):

State:

Guarantor’s relation to patient:_____________________________________________

_____________________________________________

Referring Physician
Information

ZIP:

Phone No.:

____________________________________State: ____________________________________

_____________________________________________________________________

____________________________________

_____________________________________________ _____________________________________________

Guarantor SSN (can be provided day of appointment):

Guarantor DOB:

_____________________________________________ID#:

_____________________________________________

Referral/Consultation Request Form for 
the University of Florida Craniofacial Clinic
(Please TYPE or PRINT clearly and FAX to: 352-627-4564)



Medical Records Needed for Referral (by age) 

Newborns:   

 New born discharge note & paperwork including birth weight and length, information about pregnancy & 

delivery, any diagnostic testing that had been done, and results of newborn hearing screen. 

 

Infants:  

 

 New born discharge note & paperwork including birth weight and length, information about pregnancy & 

delivery, any diagnostic testing that had been done, and results of newborn hearing screen; 

 Name of pediatrician, results of newborn screening & other diagnostic testing, weekly weight growth chart, 

feeding information. 

 

Toddlers:  

 New born discharge note & paperwork including birth weight and length, information about pregnancy & 

delivery, any diagnostic testing that had been done, and results of newborn hearing screen; 

 Name of pediatrician, results of newborn screening & other diagnostic testing, results of early intervention 

screening, speech screenings or interventional therapy evaluations or notes, information on previous 

surgeries.  

 

Pre-School 

 Summaries of the early history is helpful 

 A general physical from the referring physician 

 Testing and test results for concerns, including genetic testing and imaging 

 Summary reports are helpful. If available, include reviews of the status from another team, psycho-

educational assessments and academic records, operative and discharge notes, evaluation by speech 

pathologists, dental x-rays, orthodontist records, or oral/maxillofacial surgeons’ notes. 

 

School Age 

 Summaries of the early history is helpful 

 A general physical from the referring physician 

 Testing and test results for concerns, including genetic testing and imaging 

 Summary reports are helpful. If available, include reviews of the status from another team, psycho-

educational assessments and academic records, operative and discharge notes, evaluation by speech 

pathologists, dental x-rays, orthodontist records, or oral/maxillofacial surgeons’ notes. 

 

Adolescents 

 Summaries of the early history is helpful 

 A general physical from the referring physician 

 Testing and test results for concerns, including genetic testing and imaging 

 Summary reports are helpful. If available, include reviews of the status from another team, psycho-

educational assessments and academic records, operative and discharge notes, evaluation by speech 

pathologists, dental x-rays, orthodontist records, or oral/maxillofacial surgeons’ notes. 

 

Young Adults 

 Summaries of the early history is helpful 

 A general physical from the referring physician 

 Testing and test results for concerns, including genetic testing and imaging 

 Summary reports are helpful. If available, include reviews of the status from another team, psycho-

educational assessments and academic records, operative and discharge notes, evaluation by speech 

pathologists, dental x-rays, orthodontist records, or oral/maxillofacial surgeons’ notes. 
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