
Referral Informa�on: 

Reques�ng Physician:__________________NPI#:________________ Date of Referral:____________________

Office Contact:___________________ Office PH#: _________________ Office Fax#:______________________

Pa�ent Informa�on 

Name (Last, First): ______________________________ DOB: __________________ SSN#: _______________

Address: ______________________________________City: ___________________ ZIP: _________________

Contact Numbers: (MUST PROVIDE AT LEAST 2) ___________________________________________________________

Insurance Informa�on:

Primary Insurance: _________________________________ Subscriber#: _____________________________

Secondary Insurance: _______________________________ Subscriber#: _____________________________

Guarantor Name: __________________________________ Rela�onship: _____________________________

DOB: _______________SSN#: (NECESSARY)___________________ 

PLEASE CIRCLE:

Chief Complaint/Reason for Referral:   

Diagnosis: _____________________________________________________________________

Has authoriza�on been obtained? YES NO Not required

RECORDS AND AUTHORIZATION MUST BE RECEIVED PRIOR TO SCHEDULING 

HMO PPO EPO Medi-Care Medi-Cal Medicare Managed Care Medi-Cal Managed Care

Sierra View Hip and Knee Center
Timothy L. Tan MD

263 Pearson Dr. Suite 206, Porterville, CA 93257
For Immediate Consult: (559) 788-6081

Fax: 559-544-1004 NPI number: 1023404910

SIERRA VIEW MEDICAL CENTER HKC REFERRAL FORM
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Porterville, California 93257

Sierra View Medical Center is a service of
the Sierra View Local Health Care District.

PATIENT’S LABEL

HKC REFERRAL FORM

*HKCTRREF*

Please circle body part

Lorem ipsum


