
   

Academic Surgical Associates 
1505 Wilson Ter, Ste 150 

Glendale, CA 91206 
P. 818-484-8049 F. 818-484-8059 

Consultation Request Form 
Thank you for choosing to refer your patient to us for consultation. To start the referral process, please fax this 
form with any brief, relevant medical records to 818-849-8059. We will then contact the patient and schedule 
an appointment to see us. We know that time is of the essence and we will do our best to schedule an 
appointment within 10 days. 

Patient Information 
 
Name of Patient: ___________________________________ DOB: _________________ 
 
Cell Phone: ___________________ Home Phone: _____________________ 
 
Address: ________________________________________________________________ 
 
City: ______________________ State: ________ Zip: ____________ 
 
Insurance: _______________________________________________________________ 
 
Reason For Consultation:  __________________________________________________ 
 
________________________________________________________________________ 

 
Referring Practitioner Information 

 
Name of Provider: ____________________________ Specialty: ___________________ 
 
Phone: ________________________ Fax: ________________________ 
 
Address: ________________________________________________________________ 
 
City: ______________________ State: ________ Zip: ____________ 


