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PATIENT REFERRAL REQUEST 
FAX to 315-701-3650 

 

Provider Name Requesting the Appointment:     

Provider Phone Number:  Fax Number:    

REFERRAL: ☐Urgent Appt. (necessity with-in 1 Week)   ☐ First Available Appt: 

Reason for visit/Diagnosis:     

If Pregnant, Patient’s LMP:   EDC:  

 

Please include any test results related to this referral- U/S, CT, or related labs?  

 
Records Faxed to Office: ☐ Yes ☐ No 

 

☐ Christopher LaRussa, MD 
☐ Suchitra Kavety, MD 
☐ Michelle Auerbach, DO 
☐ Kathleen Chanatry Rogers, DO 
☐ Marly Francois, MD 
 

☐ Birx Nolan, MD 
☐ Sarah Schoch, MD 
☐ Catherine Bailey, MD 
☐ Kaitlin Corona, NP 
☐ Cassandra Hunsberger, NP 

☐ Kandice Kowalewski, RPA-C 
☐ Katie Spillett, CNM 
☐ Megan Riddick, FNP 

 

 
 

 
Date:   

Patient Name:     DOB    

Phone Number:    

Address:        

Type of Insurance:    Contract/Insurance #:     

Subscriber Name: _____________________________ DOB (if different than patient) _________________ 


