
 

760 W. Eisenhower Pkwy, STE.200 
Ann Arbor, MI 48103 
Office: 734.213.3700 

Fax: 734.213.3706 
www.michiganveincare.com 

                   PATIENT REFERRAL  
Patient Name:      
    First          Middle Initial                    Last 

Date of Birth:        Patient’s Phone:     

Address:    

City/State/Zip:    

Preferred Contact Name and Number (if  
other than patient): 
  

Diagnosis ICD 10:__________________ 
Symptoms:________________________ 

__________________________________ 

Primary Insurance Provider:  ___________________ Subscriber ID   

Secondary Insurance Provider:  ___________________  Subscriber ID   

Referred by: 
 
Physician’s name (please print):   

Physician’s signature:   

NPI: Phone:   

Address:   

City, State, Zip:   

DOCUMENTATION REQUESTED  
(PLEASE MARK ATTACHED DOCUMENTS) 

☐ Relevant Clinical Notes (History & Physical, Imaging and Lab results, History of Compression Use)  

☐ Copy of Insurance Card    ☐ Insurance Authorization Information (If required) 

CONFIDENTIALITY NOTICE  
Important: The information contained in this facsimile transmission is privileged and confidential and is intended only for the 
use of the recipient listed above. If you are neither the intended recipient or the employee or agent of the intended recipient 
responsible for the delivery of this information, you are hereby notified that the disclosure, copying, use or distribution of this 
information is strictly prohibited. If you have received this transmission in error, please notify us immediately by 
telephone at (734) 213-3700 to arrange for the return of the transmitted documents to us or to verify their destruction. 
Please contact us to report problems with the transmission of this fax. 

         First           Last

http://www.michiganveincare.com/

