
PHONE: 304-848-2150    FAX: 304-848-2153    527 Medical Park Drive, Suite 108, Bridgeport, WV 26330

Signature of requesting provider: 

Obstetrics and Gynecology Consultation / Referral

Name: (Last)    (First)    (MI) 

DOB: / /            Home #:            Cell #: 

Address:   City:   State:

PATIENT INFORMATION

TO
Attention:  OB/GYN, UHC

Phone:  304-848-2150

Fax:  304-848-2153

FROM
Phone: 

Fax: 

No. of pages sent: 

Appointment Date: / /     Time:       Provider:

 URGENT / Please Reply ASAP  Review and reply

Date of Request: / /

Reason for Consult: 

Onset Date: / /          Previous treatments for conditions: 

Request doctor performs: 

Specify procedure(s): 

CONSULTATION / REFERRAL INFORMATION

Requesting Physician:    Contact Name: 

Phone #: Fax #: 

Address: 

Select Physican / Provider: (Please circle.)

First available             Matthew J. Honaker, MD             Janell C. Mace, MD             Robert Shapiro, MD

Marissa Barberio Saas, NP             Stephanie Hurst, CNM, MSN             Myna Smith, CNM

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 deliver ing 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.
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