
 

                      RECEIVED BY: _______________________ 
Updated 06/02/11 (Replaces 10/06/08) HW 

DATE: ___________________  To print the most current form, go to www.eugenegi.com 

 

  

  

  

  

  

  

  

  

    

 

 

PATIENTS’ NAME:  __________________________________________________________________________ 

DATE OF BIRTH: ________________________________ SOCIAL SECURITY #: ______________________________ 

ADDRESS:  __________________________________________________________________________ 

HOME PHONE #:   ____________________________ WORK PHONE #________________________________  

OTHER PHONE #: ________________________________ EMPLOYER: __________________________________ 

PRIMARY INSURANCE: _____________________________ ID# ____________________GROUP #: ____________ 

SECONDARY INSURANCE: ___________________________ ID# ____________________GROUP #: ____________ 

REFERRING MD: _______________________ PHONE #: ____________________ FAX #: ____________________ 

PCP NAME: ___________________________ PHONE #: ____________________ FAX #: ____________________ 

  MEDICAL RECORDS ARE REQUIRED!! (INCLUDING LABS AND X-RAY REPORTS): 

 ATTACHED    MAILED   CARECAST    NSC EMR    IC CHART 
 

EACH SECTION BELOW MUST BE COMPLETED FULLY TO AVOID DELAY IN SCHEDULING. 
 

PROVIDER REQUESTED: 

 FIRST AVAILABLE MD OR ANP 

 

 GREGORY KNECHT, MD OR NP 

 CHRISTIANNE KRATKA, MD OR NP 

 DANIEL PHILLIPS, MD OR NP 

 CRAIG CHAMBERLAIN, MD OR NP 

 PETER KAY, MD OR NP 

 WILLIAM WU, MD OR NP 

 DONALD YANG, MD OR NP 

 JONATHAN GONENNE, MD OR NP 

 KIMBERLY HANSON, ANP 

 SUZANNE WEBBER, NP 

 

 MD ONLY PLEASE 

REQUEST FOR: 

 CONSULTATION  

    SYMPTOMS/DIAGNOSIS (PLEASE BE COMPLETE)   ______________ 

_______________________________________________________

_______________________________________________________

_______________________________________________________ 

 

 

 SCREENING COLONOSCOPY (I.E, ABSOLUTELY NO SYMPTOMS OR 

SIGNS OF ABNORMALITY) 

    PT’S FAMILY HX OF COLON CA: (WHO, AGE)__________________ 

    DATE OF  PRIOR COLONOSCOPY: (MO/YR) _____________  NONE 

    DATE OF  PRIOR FLEX SIG: (MO/YR)__________________  NONE 

  

TIMEFRAME: 

 WITHIN 2 WKS      

 WITHIN 6 WKS      

 NEXT AVAILABLE 

     (NON-URGENT) 

 

 

NOTE: ANY SERVICE 

NEEDED WITHIN  

1 WEEK WILL 

REQUIRE DIRECT MD-

TO-MD 

COMMUNICATION 

COMMENTS: ____________________________________________________________________________________________________ 

CONTACT PERSON: ___________________________________________ PHONE # ______________________ DATE: ________________  

CONFIDENTIALITY NOTICE 
THIS FACSIMILE TRANSMISSION CONTAINS INFORMATION THAT IS CONFIDENTIAL AND/OR LEGALLY PRIVILEGED.  THE INFORMATION IS INTENDED ONLY FOR THE USE OF THE INDIVIDUAL OR ENTITY NAMED ABOVE.  IF YOU ARE NOT THE INTENDED RECIPIENT, YOU ARE 

HEREBY NOTIFIED THAT ANY DISCLOSURE, COPYING, DISTRIBUTION OR THE TAKING OF ANY ACTION IN RELIANCE ON THE CONTENTS OF THIS TELECOPIED INFORMATION IS STRICTLY PROHIBITED.  IF YOU HAVE RECEIVED THIS FACSIMILE IN ERROR, PLEASE 

IMMEDIATELY FORWARD TO US AT (541) 868-9501 AND DESTROY THE DOCUMENTS RECEIVED.  THANK YOU. 

PPAATTIIEENNTT  RREEQQUUIISSIITTIIOONN  FFOORRMM  
FFaaxx  ##  ((554411))  668855--55992200      PPhhoonnee  ##  ((554411))  886688--99550000 


