wWvVvu
UNITED HOSPITAL CENTER uji= UHC NEPHROLOGY

527 Medical Park Drive
Suite 205

Bridgeport, WV 26330
Phone / 681.342.3835
Fax /681.342.4551

Appointment Referral Form

*Please complete form, fax to 681-342-4551, and advise your patient our office will be sending them
appointment date for office visit and time.

**(Go to http://www.wvuchart.com to complete the referral on line!)

Referring Provider: Referring Office:
Referring Provider Phone # Office Fax

Primary Care Provider: Patient SSN:
Patient’s Name: DOB:
Patient’s Address:

Home #: Cell #: SSN #:

Patient’s Insurance/ Authorization #

Reason for Referral (please be specific):

Please note:

The following information must accompany this referral: Most recent Lab Results, CT scan, X-
Rays and Pathology Reports.

Please include office notes, surgery reports, any additional information pertinent to this referral.

Please send Insurance Authorization information as required by the Patient’s insurance, along
with this referral

Office Use Only:

EPIC MRN:
Appt. Date

Appt. Time

Provider

UHCW\V.org



https://nam04.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.wvuchart.com%2F&data=05%7C01%7Cchristopher.herndon%40wvumedicine.org%7Cfa2dffea3f904b36cf1b08dba4126dff%7Ca2d1f95f851044248ae15c596bdbd578%7C0%7C0%7C638284171289260965%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=hLE%2F7h%2BkiwBiWJHLjPqTZASbvm2B7tKrmq9S6hA5rWA%3D&reserved=0
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