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: (559) 625-9100      Fax: (559) 625-9103

Gastroenterology Consult Form


Drs. Kandarp and Kalyani Shah


Independent Medical Specialists Inc








Name: …………………………………………………………………………………………… DOB: …………….








Contact Phone/Cell: ……………………………………………………  Pt’s email: ….. …………………………….








Insurance:	Name: …………………………………………………..……………………		





ID: …………………………………………………..……………………








Patient Information





Attachments





Total additional pages





You can use your office stamp here





Please fax the completed form along with a copy of the patient’s insurance cards to our fax number. Please call us if you do not our fax number or if you have any questions. Thank you for your referral! 





Reason for Consult








Please mark all conditions that apply


     Colorectal cancer screening on a patient with no or mild disease


     Colorectal cancer screening on a patient with moderate or severe disease


     Rectal bleeding        positive FOBT        anemia        constipation        diarrhea        lower abdominal pain


     Persistent GERD        upper abdominal pain        dyspepsia       dysphagia   �Bloating


      Other: …………...……………………………………………………………………………………………………


	    …………………………………………………………………………………………………………………


	    …………………………………………………………………………………………………………………





Referring Physician








Name: …………………………………………………………………….





Phone: ………………………………….   Fax: …………………………..





Contact Person (Name & Ext): ……………………………………………. 





………………………………………………………………………………..		………………….……....


Signature of the referring physician or the physician’s designee				Date








     Copy of the patient’s insurance card


     Authorization form (if needed by the insurance company)


     Medication List


     H & P by the doctor / latest note


     Results of lab and imaging tests within the last three months














