
221 Mahalani Street, Cottage 24  |  Wailuku, Hawaii, 96793  |  TEL: (808) 442-5700 FAX: (855﴿ 827-2321

DIAGNOSIS/INFORMATION FOR CONSULTATION REQUEST

Patient Name: ___________________________    Date of Birth:____/____/_____    Today’s Date:_____/_____/_____ 

Diagnosis:_________________________________________________   ICD -10:_____________________________ 

Reason for Consultation:___________________________________________________________________________

Referral Status: New Patient Second Opinion

Urgency: Urgent Next Available Appointment

Referral: PPG Cardiology PPG Interventional Cardiology PPG Orthopedics PPG Pulmonology

To assist with the transition of care, please provide the following, if possible:

Three (3) Progress Notes 

Pathology Reports 

Imaging 

Recent H&P      

Relevant Lab Results

Op/Procedure Note

For MOC Office Use Only: Date Referral Received & Logged:____________  Received by: _____________________  Initial:____ 

MRN: ___________________ 

REFERRING PROVIDER INFORMATION

Referring Provider: ______________________________________________________ 

Contact Person: ________________________________________________________

Office Number: (_____)________________   Fax Number: (_____)________________   

PATIENT INSURANCE/DEMOGRAPHIC INFORMATION

Primary Insurance:______________________________________    Subscriber Number:________________________ 

Secondary Insurance:____________________________________    Subscriber Number:________________________ 

Home Address:__________________________________   City: _______________   State:____   Zip code:_________ 

Contact Number: (_____)______________________    Alternate Contact Number: (______)______________________

Primary Language:___________________________    Interpreter Required:         No        Yes

New Consultation Referral Form


	Patient Name: 
	Diagnosis: 
	ICD 10: 
	Reason for Consultation: 
	Referring Provider: 
	Contact Person: 
	Primary Insurance: 
	Subscriber Number: 
	Secondary Insurance: 
	Subscriber Number_2: 
	Home Address: 
	City: 
	State: 
	Zip code: 
	Alternate Contact Number: 
	Primary Language: 
	For MOC Office Use Only Date Referral Received  Logged: 
	Received by: 
	Initial: 
	MRN: 
	Month of birth: 
	Date of birth: 
	Year of birth: 
	Month: 
	Date: 
	Year: 
	Area code 1: 
	Phone 1: 
	Fax area code: 
	Fax: 
	Contact area code 1: 
	Contact number 1: 
	Alternative contact number: 
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off


