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CT Referral Form

Patient Information

First Name ___________________________________   Last Name ___________________________________

DOB __________________________________            M        F     Phone _________________________________

Address ____________________________________________________________________________________

Diagnosis / ICD-10 ___________________________________________________________________________

CT  Orders __________________________________________________________________________________

Doctor Information

Name __________________________________________________________   NPI  ______________________

Prescriber Tax ID __________________________  Group NPI ______________________________________

Address ____________________________________________________________________________________

Phone _________________________________________   Fax ________________________________________

Signature _________________________________________________________   Date  ____________________

*Prior Authorization and Verification of Benefits will be completed by our office.

*Please attach the 3 most recent MD notes, last 3 lab results, demographic sheet (including insurance information) and the 
completed order form. If any records are unavailable, please let us know.

Primary Insurance Secondary Insurance

Insurance Provider

Insurance Phone #

Cardholder (if not patient)

Cardholder DOB

Policy #

Group #
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