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Pediatric and Adult General Genetics Referral Form

	Last Name:
	
	First Name:
	
	M.I.
	

	DOB:
	
	Age:
	
	SS#:
	
	
	Sex:
	

	Address:
	

	City:
	
	ST:
	
	Zip:
	
	County:
	

	Home #:
	
	Cell #:
	
	Work#:
	

	Mother:
	
	Father:
	

	Legal Guardian:
	

	
	
	
	
	
	

	If the patient is in State custody, a medical release is required prior to being scheduled. Please include foster parent contact information

	DCS Office Address:
	

	Phone:
	
	Is Court Involved?   FORMCHECKBOX 
 yes   FORMCHECKBOX 
 No

	Interpreter Needed:
	 FORMCHECKBOX 
 yes   FORMCHECKBOX 
 no
	If yes, language:
	

	Please fax an enlarged copy of the front and back of insurance card.

	Insurance:
	

	Policy Holder:
	
	DOB:
	
	SS#:
	

	ID#:
	
	Group #:
	


	Referring Doctor:
	
	Phone:
	

	Address:
	
	Fax:
	

	
	NPI#:
	

	PCP:
	
	Phone:
	

	Address:
	
	Fax:
	

	
	NPI#:
	

	Reason for Referral: (Please describe in detail)
	

	
	

	

	


	For Prenatal Counseling:
	Currently Pregnant _____ GR_____ Para_____ AB_____

	LMP _______________ EDC _____________ Ultrasound _______________


�Genetics Center 


THE UNIVERSITY OF TENNESSEE


GRADUATE SCHOOL OF MEDICINE





1930 Alcoa Highway, MOB – A, Suite 435


Knoxville, TN 37920


Phone: 865-305-9030


1-800-325-3894


Fax: 865-305-6675








Please fill in all areas, as much as possible, to help us in our evaluation.  Please include copies of all pathology and imaging reports as well as the doctor’s last consult note faxed with this referral.  If you would like your report e-mailed, please include the e-mail address and the name of the person to receive the e-mail.  Thank you.  We appreciate your referrals.  
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