
 Date: ______/______/_______   

REGIONAL OBSTETRIC CONSULTANTS 

REFERRAL REQUEST 

FAX TO: 855-778-4813        PHONE: 904-398-7684 
 

PATIENT DEMOGRAPHIC INFORMATION 

Name: _________________________________   DOB: _______/_______/_______       Age: ________________ 

SSN: _________-__________-__________  Contact # (s): ______________________________________________________  

INSURANCE INFORMATION 

Insurance Co: __________________________________________ ID#: ____________________________________________ 

Policy Holder Name: ___________________________________  Policy Holder DOB: _______/_______/________   

Relationship to patient:  Self   Spouse,  Other: ______________ Policy Holder SSN: _____________________ 

Auth #: __________________________________ Eff/Exp dates: _________________________  # of Visits: _____________  

*****PLEASE SEND PATIENT DEMOGRAPHICS, ALL MEDICAL RECORDS,  AND LEGIBLE 

COPY OF INSURANCE CARD WITH THIS FORM***** 
 

REFERRING PHYSICIAN INFORMATION 

Requesting Dr. ____________________________  PH#: __________________P______ Fax#: ________________________ 

Contact Person: ________________________  EDD: ______/_______/_______ By: U/S or LMP: _______________ 

MATERNAL FETAL MEDICINE SERVICES REQUESTED (LIST/CHECK ALL THAT APPLY) 

 FTS w/consult if needed  Amniocentesis w/consult (Genetic) 

 Ultrasound w/consult if needed  Amniocentesis (fetal lung maturity) 

 Fetal echo w/consult if needed  CVS w/consult 

 Consult w/ultrasound  Biophysical profile w/NST 

 Pre Pregnancy Consult    Other:___________________________ 
 

Medical Indication(s) (i.e. diabetes, abnormal quad, etc.):____________________________________________________ 

______________________________________________________________________________________________ 

 

Please indicate:  Preferred location / Day of week / Time of day: 

           Down Town                   South Point    Bartram Park 

 836 Prudential Dr.    6885 Belfort Oaks Place   13241 Bartram Park Blvd 

           Suite 1800                                                 Suite 240          Suite 1017  

   Jacksonville, Fl 32207                               Jacksonville, Fl 32216                              Jacksonville, Fl 32258 

Preferred Day: ________________________________    Preferred Time: _________________________________    

Patient Scheduled:             Scheduled by _________________ 

Location:  Down Town   South Point   Bartram Park   Appt Date: _____________   Appt Time: ______________  

 
TO BE COMPLETED BY REGIONAL OB CONSULTANTS:  

OB Notified via:   Phone      Fax       E-mail Date notified: ____________________________ 

CONFIDENTIALITY NOTICE: The information contained in this facsimile is privileged information and confidential information indented 

only for the use of the individual or entity named above. If the reader of this message is not the intended recipient, you are notified that any 

dissemination, distribution, use or copying of this facsimile is strictly prohibited. If you received this facsimile in error, please immediately notify 

us by telephone at (904) 398-7684.   


