
 

Symptom and Support Clinic 
 

 

 

                                                                         PHYSICIAN REFERRAL 

 

Fax this order, a copy front and back of insurance card and patient demographics, H/P and current radiologic studies 

to: 559-450-5551 

 
 

Patient Name: ____________________________________________________   DOB: ________________________  

 

SS #: __________________________________     Daytime Ph# __________________Alt Ph #_________________ 

 

Ins Co. ________________________________________________________________________________________ 

 

Referring Physician:__________________________________________________Phone Number:_______________ 

 

Underlying Diagnosis: ____________________________________________________________________________ 

 
 

 

   Reason for clinic visit: 

 

  Pain or Other Symptom 

 

  Supportive Counseling 

 

  Advanced Care Planning 

            (includes Advanced Directives, POLST, Palliative Care) 

      

       Social Service Consult  
 

 

 

                                                                New Consult                    Return Visit 
 

 

 

 

 

Physician Signature: ______________________________________________   Date: _______________________ 

 

 
 


