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                                     Clinical Manager

Thank you for referring your patients to Athens Gastroenterology Association.  To help us serve you 
better, please complete this form and fax it back to our office 770-307-4466.  You may also call us for appointments directly at 770-307-4464.  We will contact the patient with the appointment and fax this 
sheet back to you with the date and time the same day we receive the referral. 
Patient Name: _______________________________________      DOB:________________________
Address: ___________________________________________________________________________  

City: _____________________________  State: ___________________   Zip: ___________________
Home #: ____________________ Work #: ____________________  Cell #: _____________________
Gender:  Male □ or Female □   SS# ______________________________________________________
Reason for Referral: __________________________________________________________________
Priority Level (Circle):   ASAP
       Within 1-2 weeks 
       Within 2-4 weeks

Insurance Information 

Primary Insurance: _______________________  ID# __________________  Group# ______________
Secondary Insurance: _____________________  ID# __________________  Group# ______________
(For BCBS insurance only) Open Access: Yes □   No □

If this patient has Medicaid Georgia Better Healthcare, South East Community Care, BCBS HMO/POS 
(not including open access), Kaiser, or Tricare Prime (standard not included) please fax the insurance 
referral along with the referral request sheet. 

Please fax latest office notes, lab results, x-ray reports and any information pertinent to this office visit. 

Referring Physician: ____________________ Primary Care Physician: _______________

Contact Person: ________________________ Office FAX: ________________________
	Main Office
	
	
	
	

	3320 Old Jefferson Road, Building 400
	314 North Broad Street, Suite 350
	868 Michael Etchison Rd
	930 Franklin Springs
	2850 Hog Moutain Rd

	Athens, Ga 30607
	Winder, Ga 30680
	Suite A
	Suite A
	Suite 101

	706-613-1625
	770-307-4464
	Monroe, Ga 30655
	Royston, Ga 30662
	Dacula, Ga 30019

	(706) 613-1629 fax
	(770) 307-4466 fax
	(770) 266-0412
	(706) 613-1625
	(770) 266-0412



