
 
 
 
 
 
 

 

◄REFERRAL FORM► 

Referral to:   □ Robert Allen, MD 
               □ Robin Koeleveld, MD
             □ Russell Margraf, MD 
             □ Robert Lacin, MD 
             □ Grant Buttram, MD 

 FROM: 

  
DATE:     TOTAL NO. OF PAGES INCLUDING 

COVER:    
  

FAX NUMBER:  FAX NUMBER: 

919-783-7778  

PHONE NUMBER:  PHONE NUMBER:    

 
919-785-3400 

 

PATIENT NAME:   

  

 Appointment already scheduled                  Please call Patient to schedule                                                                        
Date _______________                      Please send confirmation of Appointment Date and time  

CHECKLIST TO FAX: 
 

  □  Patient Demographics/Contact information 
  □  Insurance cards/Billing information 
  □  Office notes from Referring physician 
  □  Diagnostic reports  □  No studies/workup done 

                                   * Patient must bring Film or CD to appointment* 
 
_______________________________________________________________________________________ 

5838  SIX FORKS ROAD,  SUITE 100  
RALEIGH,  NC 27609  


