
 
Add Referring Doctor Request 

Fax Form to 906-225-7484 or Centrex 7484 or Use Email Button Below 
 

Date: 
 
Company Name 
 
Company # 
 
Name of Requestor: 
 
 

Referring Doctor Information 
 

Name: 
 
Address: 
 
 
 
City:        
 
State:     Zip: 
 
Phone: 
 
Fax: 
 
NPI: 
 
EIN: 
 
Doctor Type: 
 
Specialty: 
 
UPIN#: 
 
Medicaid#: 
 
State License#: 
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