
                                 Desert View Die**ans, LLC 
    5625 Woodrow Bean Ste. 115 

     El Paso, TX  79924 
 

       Telephone: 915-243-2370 
     Fax: 833-301-0846 

      www.desertviewdie**ans.com 
 

Referral Request Form                 Date of Request: __________________ 
Please fill out all requested data below, print and fax with the relevant clinical notes and demographics. 

[  ]Rou@ne          [  ] Medically Urgent (reason) 
 

 
Referrer Informa@on: 
Referring Provider: ______________________________________________ NPI #: ______________________________ 
 
Provider Signature: ________________________________________ Phone #: _________________________________ 
 

Pa@ent Informa@on: 

[    ] Female            [    ] Male              Preferred Language:_________________________________________________ 

Name: _________________________________________________ DOB: _________________________________ 

Address: ______________________________________________________________________________________ 

Phone number: ___________________________________________________ 

Email: ___________________________________________________________ 

 
 

Service Requested: 

Referral Diagnosis: _______________________________________________   ICD-10:  _________________________ 

Reason for Referral: ________________________________________________________________________________ 

Service/Specialty Requested: ________________________________________________________________________ 

Appointment Date & Time: _________________________________________________________________________ 

Type of Service Requested:       [    ] Consulta@on                [     ] Evaluate and Treat 

 
Insurance Informa@on: 

Requires Authoriza@on      [    ] Yes            [    ] No         Authoriza@on #: _________________     # of Visits: ____________ 

[    ] PPO      [    ] HMO       [    ] Other           Insurance Plan: __________________________________________________ 

Insurance ID: _______________________________________       Group #: ___________________________________ 

Insurance Holders DOB: ______________________ Rela@onship to Pa@ent: ___________________________________ 

 
 
Form Completed by: _____________________________________________    Date: _____________________________ 


