
 

 
 

R A L E I G H  E N D O C R I N E  A S S O C I A T E S  
E N D O C R I N O L O G Y  D I A B E T E S  &  M E T A B O L I S M  

 

REFERRAL REQUEST FORM 

TO:  FROM/COMPANY: 

Referral Coordinator   

DATE:  TOTAL NO. OF PAGES INCLUDING COVER: 

   

FAX NUMBER:  SENDER’S PHONE NUMBER: 

919-954-3365   

PHONE NUMBER:  SENDER’S FAX NUMBER: 

919-876-7692   

   

   

   

 

 

 

 

 

  

   

 

 

 

 

 

  

 

 

 

 

���� THYROID CONSULT      ���� DIABETIC CONSULT    ���� OTHER ________________________________                    

Notes/Comments: 
 

2709 Blue Ridge Road ● Suite 320 ● Raleigh, NC 27607 

Phone: (919) 876-7692         Fax: (919) 954-3365         Referral Fax: (919) 878-3645 

 

CONFIDENTIALITY NOTICE 
Protected Health Information (PHI) is personal and sensitive information related to a person’s health care. It is being faced to you after appropriate 

authorization from the patient or under circumstances that do not require patient authorization. You, the recipient, are obligated to maintain it in a safe, 

secure and confidential manner. Re-disclosure without additional patient consent or as permitted by law is prohibited. Unauthorized re-disclosure or 

failure to maintain confidentiality could subject you to penalties described in federal and state law. 

 

Important Warnings: This message is intended for the use of the person or entity to which it is addressed and may contain information that is 

privileged and confidential, the disclosure of which is governed by applicable law. If you are not the intended recipient, or the employee or agent 

responsible to deliver it to the intended recipient, you are hereby notified that any disclosure, copying or distribution of this information is strictly 

prohibited. If you have received this message by error, please notify the sender immediately to arrange for return or destruction of these documents. 

PLEASE PROVIDE THE FOLLOWING INFORMATION: 
 
 
 
Patient Name: _______________________________________________DOB: _____________________ 
 
����Male   ����Female   Other_____________________       Patient Phone: ___________________________ 
 
Referring Physician: __________________________________________NPI#_____________________ 
 

   Please specify requested physician: 
 

���� DENIS I. BECKER, M.D., F.A.C.E.    ����  ELIZABETH H. HOLT, M.D., F.A.C.E.   ����  COREY D. BERLIN, M.D. 
 

 

���� GLENN M. STALL, M.D.      ���� SHAWNEE D. WEIR, M.D., F.A.C.E.      ���� JENNIFER BRIDGER, P.A-C 
 
                                      

���� ANGELA GLASS, M.S.N., F.N.P.-C.,        ����  WILBUR BARDON, P.A.-C, C.D.E. 
 
 

���� DEMOGRAHIC SHEET   ���� INSURANCE   ���� OFFICE NOTES   ���� LAB RESULTS    
 


