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REFERRAL TO:
Jason T. Bradley, MD
Juan Kurdi, MD
Jose A. Suarez, MD     


First Available

NEW PATIENT REFERRAL FAX FORM
     TO: Referral Intake_______________
 FROM: _____________________________
      FAX #: 806-701-4187
___________ 
 FAX #: ______________________________   


      PHONE #: 806-701-5858, Ext. 123__
 PHONE #: ___________________________


REFERRING PHYSICIAN: 
       Physician: __________________________________  Contact: __________________________________
       Contact Phone: ______________________________  Contact Fax: _______________________________
         *Please indicate who we contact at your office with the patient’s appointment date/time
PATIENT INFO:

      Patient Name: _______________________________________ Date of Birth: ___________________       

       Patient Phone: _______________________________________ 
COMMENTS/REASON FOR REFERRAL:
(Include Diagnosis)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
***Please attached the patients face sheet, insurance card(s) and last progress/op note***
Caprock Cardiovascular Center, LLP
Caprock Cath Lab

4316 23rd Street

4324 23rd Street

3819 24th Street

Lubbock, Texas 79410

Phone: (806) 701-5858

Fax: (806) 701-4187


