
REQUEST FOR ORAL & MAXILLOFACIAL SURGERY CONSULT

Date: ___________________

Diagnosis Code/Reason for Referral:

Patient Name: ________________________     ________________________          _____            ___________
                                             Last    First                                MI  Suffix

Language: ______________________ Sex: _______ DOB: ________________ SS#: __________________________

Patient’s Address: _______________________________________________________________________________

City: __________________________ State: ______ Zip: ___________ Patient’s Phone #: _____________________

Patient’s Insurance: __________________________________________ Insurance ID #: _______________________

Subscriber (if not self ): _______________________________________ Relationship: _________________________

SS#: __________________________ DOB: _____________________ 

HMO Authorization #: ______________________  Out of Network Authorization #: ________________________

Referring Doctor Info:

Name: ___________________________________________________Phone: ______________________________

Office Contact Person: _______________________________________ Fax: ________________________________

Fax this form and ALL attachments to (817) 702-1117 or e-mail to accresourcectr@jpshealth.org.
Patient Access Center phone number (817) 702-1100 

RADIOGRAPHS OR CLINICAL PHOTOS

Being Mailed Given to Patient    Please Take  No X-Ray

Attach X-Rays with this form via email.
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