WICHITA
GASTROENTEROLOGY

The University of Kansas

Patient Information/Referral Form

Patient Name:

Patient Address:

Patient Phone:

Patient DOB: Patient SSN:

Patient Insurance:
(Please provide copy of insurance card - front/back)

Referral Required: Yes No

Referring Physician:

Referring Physician Phone:

Referring Physician Fax:

Problem Patient is Referred for:

Please fax this form to our office at 855-517-9494. Please also forward
the most recent clinic visit notes along with any recent labs, x-ray and/or
procedure reports.

We will contact patient to schedule.
Thank you very much for your referral of this patient.

KU Wichita Gastroenterology
8533 E. 32" St. N. | Wichita, KS 67226 | (316) 293-3455 | Fax 855-517-9494



