
 

Patient Referral Form  

 

Varshasb Broumand, MD, FASN                                                                                              

Qasim Butt, MD 

 343 West Houston Ste. 703 

Phone: 210-547-3430 

Fax: 210-229-0606 

Referring Provider Information 

 
Physician Last Name:       
                   
Physician First Name:                     
           
Date of Referral:  
 
Phone Number:  
 
Office Address: 

 
Office Point of Contact: 

 
Patient Information  

 
Last Name:                                                             First Name: 

  
DOB:                                                                       Insurance: 
 

 
Diagnosis/ICD-10 code:                                         Reason for Referral:      Cuffed Central Line Placement    
                                                                                   (please check)           Cuffed Central Line Removal 
                                                                                                                     Mediport Placement                                                                                                                                                           
                                                                                                                     Mediport Removal                  

 
Special Notes (with regard to patient): 
 
 

 
Urgency of Request (circle one):      STAT                     1 WEEK                     Within 30 days 
 

 
Does insurance require an authorization (circle one): YES       NO 
 
If so, has an authorization been initiated (circle one): YES       NO 
 

Please fax patient’s medical records with Referral.  

 


