
   
 

 
1673 Gezon Parkway SW Wyoming, MI 49519 

Phone - 616-243-DERM (3376)  Fax – 616-243-3377 
 

REFERRAL   FAX 
 

Please fax back completed form to Wolverine Dermatology along with the patient’s last 

office visit notes and updated demographics. 

PATIENT INFORMATION: 

Today’s Date:  _____________________________ 

Patient Name:  ________________________________________________________________________________ 

D.O.B:  ________________________________   Mobile Phone: _________________________________________ 

   

Primary Insurance:   ___________________________ Secondary Insurance:  ______________________________ 

Subscriber: __________________________________ Subscriber: _______________________________________ 

I.D. # _______________________________________ I.D. # ____________________________________________ 

D.O.B: ______________________________________ D.O.B: ___________________________________________ 

Group I.D. # _________________________________ Group I.D. # _______________________________________ 

 

Reason for Appointment:  ________________________________________________________________________ 
CONSULT and TREAT?    YES   or   NO  Procedure or Path only?    YES   or   NO 

  
______________________________________________________________________________________________ 
 

 

REQUESTING PHYSICIAN & APPOINTMENT INFORMATION: 

Physician Name: ____________________________   Contact Person:   ____________________________________ 

Office Phone: _______________________________   Office Fax:  ________________________________________ 

Primary Care Physician, if other than referring: _______________________________________________________ 

 

                                                                    APPOINTMENT CONFIRMATION 

Form will be faxed back promptly after patient is scheduled. 

Appointment(s) Scheduled:  ______________________________________________________________________ 

Informed Referring Office:  ________________________________________ 


