
Please email completed form with medical records to wvuoccmed@hsc.wvu.edu . 

Referring Provider: Contact:

Specialty: Phone: Fax:

Address: 

Type of Referral:

 One-time Consultation  Transfer of Care
(We DO NOT assume care.)

Patient Name: Phone: Date of Birth:

Address:

Reason for Referral:

Accepted Diagnosis Codes: PLEASE SEND ALL MEDICAL RECORDS.

Billing Information:

Worker's Compensation Insurance

Claim #: Insurance ID:

Date of Injury:

Carrier Name: Phone: Fax:

Address:

Claims Manager: Authorization #:

Employer:

Employer Address:

Employer Contact: Phone: Fax:

Signature of Referring Provider: Date:

Confidentiality Notice:

This message is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential, and exempt from disclosure 

under applicable law.  If the reader of this message is not the intended recipient or the employee or agent responsible for delivering the message solely to the intended recipient, you are 

herby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.  If you have received this communication in error, please notify us 

immediately by telephone as indicated above.  This fax may contain information disclosed to you from records protected by Federal confidentiality rule (42CFR, part 2).  Federal rules 

prohibit re-disclosure of this information without express written consent of the person to whom it pertains or as otherwise permitted by law.

WVU Occupational Medicine

64 Medical Center Dr. Box 9145

Morgantown, WV 26506-9145

Phone 304-293-3693

Fax 304-293-2629




