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Required Patient Information

 Female  Male   stanford Children’s Health Medical Record:  
 (if available)

interpreter required for either patient or parent/guardian?  Yes  No          
 Patient language Parent/guardian language

                   
 last name first name middle name

date of Birth:   /  /   Age:    
Patient’s Address:          City/state/Zip:   
Patient’s Phone:          Alternate Phone:   
 Home/Cell/Work Home/Cell/Work

Guardian Name:          Guardian Relationship:  

Insurance Information

 self Pay Please Include  a legIble coPy of the InsuRance caRd (both sIdes), and authoRIzatIon If RequIRed.
Guarantor same as subscriber?  Yes  No          Guarantor Relationship:  
 

(Person finanCially resPonsible for Patient)
 Guarantor dOB:  /  /

Authorization Required:  Yes  No  #visits Authorized:     Auth#:  
Authorization expiration date:  /  /

* You can register for Stanford Children’s Health MD Portal (https://mdportal.stanfordchildrens.org) to submit referrals and track appointments online.

 Medically uRgent/PRIoRIty— call Referral Center to expedite: (800) 995-5724
 Routine

Referring Provider

Referring Md/NP/PA:                   
 last name first name telePHone fax

Please indicate your relationship to the patient:  PCP  Other:  
 sPeCialty

             /  /
 form ComPleted by date

Referral Request form
attn: referral Center
tel: (800) 995-5724 fax: (650) 721-2884
e-mail: referral@stanfordchildrens.org

Pediatric Pulmonology

Reason for Referral

Type of visit:  New Problem-Consultation  Chronic Problem  2nd Opinion  Procedure/surgery (no consultation needed)        
 Transfer of Care from another Pulmonologist  Other, please specify:  

scheduling Preference:  First Available  Preferred stanford Children’s Health Pulmonologist (specify):  
* Please note: A referral is not required for follow up patients with the same diagnosis if they have been seen in the last 3 years.
 Please contact the clinic directly to schedule a follow up appointment at (650) 724-4788.

Reason for Referral
 Apnea-Obstructive sleep Apnea
 Apnea-Central Apnea
 Asthma
 BiPAP or CPAP patient
 Bronchopulmonary dysplasia
 Chronic Cough
 Chronic Lung disease
 Cystic Fibrosis

 Neuromuscular disorders
 Noisy Breathing
 Pneumonia-recurrent or persistent
 Respiratory distress
 Restrictive lung disorder (scoliosis)
 sleep disordered breathing
 Tracheostomy and/or ventilator
 Wheezing

 Other, please describe  

Required clinical Information
Please FAX information below along with referral:

 History of current problem
 Relevant clinic notes for one year (spirometry,  RAsT,  
 and total iGe)
 All medications and therapies (and response)
 All urgent care and ed visits
 All hospitalization discharge summaries
 All laboratory reports
 All Radiographs (chest x-rays) and reports

* hand carry actual films or discs *
duration of symptoms?  days      Weeks     Months     Years   
If uRgent please provide reason:  


