
NEW PATIENT REFERRAL 

FAX FORM TO: (469) 915-5069

PLEASE INCLUDE RELEVANT INFORMATION WITH REFERRAL FORM, SUCH AS DEMOGRAPHICS PAGE, AND IMAGING, 
COPY OF INSURANCE CARDS, COPY OF PHOTO ID, ACTIVE PROBLEM LIST, AND ANY DOCUMENTATION PERTAINING TO 
CURRENT WOUNDS.

1402 S CUSTER RD, STE 704 
MCKINNEY, TX 75072

PH: (469) 915-5069 FAX: (469) 915-5069 ADMIN@ELITEWOUNDCARE.ORG

DATE REFERRING FACILITY AND PROVIDER

FACILITY PHONE NUMBER FACILITY FAX NUMBER

PATIENT INFORMATION

FIRST NAME MIDDLE INITIAL Last Name 

ADDRESS

CITY STATE ZIP CODE

DOB

INSURANCE CARRIER INSURANCE ID NUMBER

EVALUATION  |  TREATMENT

PATIENT'S PHONE NUMBER REASON FOR REFERRAL: CIRCLE ONE

DIAGNOSIS CODE(S) DIAGNOSIS DESCRIPTION

mailto:scott@cartercountywoundcare.com



