
P: 423-926-9137 | F: 423-926-7321
1619 W. Market St. Johnson City, TN 37604

P:423-282-1178 | F: 423-282-0462
105 Broyles Dr. Johnson City, TN 37601

Consultation Referral Form

Provider Information:

Provider Name: ______________________ Office:________________________

Phone Number: ___________________ NPI:_________________________________

Date:_______________________

Consultations Needed:

Weight Loss Management
Smoking Cessation
Medication Reconciliation

Medication Therapy Management
Disease State Education
Other:________________________________

Patient’s Information:
Name: _________________________ DOB: _______________ Gender: _______________

Address: ___________________________________________________________________

Phone: __________________________ Allergies:___________________________________

SSN: __________________ (certain insurance companies require the patients SSN for billing purposes, we will
keep this information secure)

Caregiver/Secondary Contact:  ___________ Relationship to Patient: ___________________

Caregiver/Secondary Contact Phone Number: ____________________________

Insurance Information:
Please fax copies of the patient's insurance cards to 423-926-7321.

Other Information:
Health Conditions: ____________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

Primary Doctor’s Name: ________________ Current Pharmacy:_________________________

Please share any additional information with our team. _______________________________________

____________________________________________________________________________

____________________________________________________________________________


