
 

Wound Care Referral Request 
📞 Phone: (662) 469-5659   📠 Fax: (662) 929-0007   🌐 www.woundcare-pro.com 

 
Patient Information 

Patient Name: ____________________________________ 

DOB (MM/DD/YYYY): ______________________________ 

Gender (M/F): ____________________________________ 

Address: _________________________________________ 

Phone: __________________________________________ 

Insurance: ________________________________________ 

ID/Group #: ______________________________________ 

 
Reason for Referral (check all): 

☐ Chronic/nonhealing ulcer 

☐ Diabetic foot ulcer 

☐ Decubitus (pressure) ulcer 

☐ Venous/Arterial ulcer 

☐ Burns 

☐ Surgical infection 

☐ Wound dehiscence 

☐ Wound debridement 

☐ Abscess/hematoma/cyst 

☐ Traumatic wound 

☐ Bites/scratches 

☐ Punch biopsy 

☐ Other: ____________    

 
Referring Provider Information 
 

Provider Name: ________________________________ 

Clinic/Facility: _________________________________ 

Phone/Fax: ____________________________________ 

Date: _________________________________________ 

Signature: _____________________________________ 

Seen wound care or vascular before? ☐ Yes ☐ No 

 
Additional Information 

Physical Limits: _________________________________ 

Language Barrier: _______________________________ 

Referral Type: ☐ Urgent ☐ Routine 

Visit Type: ☐ Home ☐ SNF ☐ Clinic: ____________ 

 

 

 
 

 

Please fax completed form and relevant 
clinical notes to (662) 929-0007. 

 

 


