New Hampshire Orthopaedic Surgery, PA
700 Lake Ave
Manchester, NH 03104
(603) 669-5454 Fax (603) 641-0360

To: Scheduling Department

Practice Referring:

Provider Referring:

Patient Name:

Patient DOB:

Patient Address:

Phone Number: Home Work

Patient’s Insurance : ID #

Referral Auth # # of Visits: Dates Valid:

Diagnostic studies authorized: MRI CT Scan

Bone Scan Other: DME

Patient’s Diagnosis:

Physician Requested:

When does patient need to be seen by:
Urgent (1-3 days) 1-3 weeks Month

Please fax this form to us at (603) 641-0360 and we will contact the patient directly with the
appointment. Once the appointment is set up, we will fax the form back to you for your records.

Appointment Date: Time: Doctor:

This fax communication and any attachments are intended for the use of the individual or entity to which

it is addressed and may contain information that is privileged, confidential and exempt form disclosure. If
the reader of this fax is not the intended recipient or the employee or agent responsible for delivering to the
intended recipient, you are hereby notified that any dissemination, distribution or copying of this fax or
attachments is strictly prohibited. If you have received this fax in error, please notify New Hampshire
Orthopaedic Surgery, PA; Administrator and destroy all copies of this message and any attachments.
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