; VCU Sports Medicine Clinic
: H e a I‘t h 1300 W. Broad St.
- # Suite 113

Richmond, VA 23284
O 804.828.0822
F 804.828.1416

Referrals
Facilitating patient care

Please complete and fax this form to refer you patient to the VCU Sports Medicine Clinic. All
fields are required.

Patients name:

(Last) (First)

Referring physician:

Physician phone number:

Physicians fax number:

Reason for Referral:

** please fax this form along with all pertinent medical records and radiology reports to 804-828-
1416.

Date of injury:

Is an appointmenturgent? _ Yes __ No
Has patient received MRI’'sor X-rays? ___Yes __ No
Has patient been given digital copies of MRI’s or X-rays? ___ Yes ___ No (If no, please provide patient

with a copy of MRI’s or X-rays prior to their appointment).





