
Patient name  ____________________________________________________________________________   DOB _____________________________________ 

Address    ____________________________________________________________________________________________________________________________ 

Guardian name ________________________________________________________________________________________________________________________ 

Contact numbers work     ___________________________ home  _________________________      mobile ___________________________

Referring physician   __________________________________________________    phone __________________________   fax __________________________

       Primary insurance information attached

Preferred language ______________________________________________      Preferred office location  ____________________________________________ 

Referral coordinator name: ______________________________________________  coordinator phone _______________ coordinator fax ________________

Date________________________________
Consult/Referral form

Cook Children’s   locations:
Abilene  |  Amarillo  |  Alliance  |  Arlington  |  Denton  

Fort Worth  |  Frisco  |  Hurst  |  Lewisville  |  Mansfield  
Midland  |  Plano  |  Prosper  |  San Angelo  |  Southlake  

Tyler  |  Waco  |  Wichita Falls

cookchildrens.org/professionals

Physician signature _______________________________________________________________________________________    Date: _____________________

When you fax this form, please include a copy of the patient's insurance card, labs, 
imaging, history and patient demographics. 

If this is an urgent referral, please call our specialty clinics directly.  Phone and fax numbers 
can be found by clicking here.

Specialty and/or service requested:

Specialty ___________________________________________________________________________ 

Reason for consult/referral:
Please note the specific problem. If this is an urgent referral, please call the specialty requested. 

https://www.cookchildrens.org/professionals
https://www.cookchildrens.org/SiteCollectionDocuments/professionals/QuickReferenceGuide.pdf
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