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Fax Referral Form
allervie.com/refer-a-patient

AllerVie Health Network Information

Date:

AllerVie Location:

For clinics in MD, DC, VA, and PA, fax to:
301.228.9559

AllerVie Provider:

For clinics in all other states, fax to local clinic directly:
allervie.com/locations

Patient Demographics

Patient Name:

Date of Birth:

Parent/Legal Guardian:

Primary Phone Number:

Patient Insurance:

Alternate Phone Number:

Reason for Referral or Consult:

Conditions (check all that apply):
O Asthma & Related Conditions
O Allergic & Non-Allergic Rhinitis
O Drug Allergies
O Environmental Allergies (dust mite, mold, pet)
O Food Allergies / Oral Allergy Syndrome (OAS)

Referral Information

Referring Provider:

O Insect Sting Allergy

O Seasonal Allergies (tree, grass, weed pollen)
O Sinusitis & Nasal Polyps

O Related Conditions (EoE, GERD, HAE, etc.)
O Other:

Referring Provider NPI:

Sent by (Person sending this form):

Referring Fax Number:

Referring Phone Number:

Please include patient labs and past clinic notes as appropriate with this referral.

We accept most major insurance policies. If the patient’s insurance requires a referral from their primary care provider to

see a specialist, please include the referral with this form.

Looking for a clinical trial? If you would like to refer a patient to ﬁ /\l |ervl e

AllerVie Clinical Research, please visit us at allervier rch.com CLINICAL RESEARCH



