
 
 

REFERRING MD FORM 
 
Patient Name:______________________________  
 
HOW WERE YOU REFERRED TO THE MINIMALLY INVASIVE UROLOGY INSTITUTE? 
 

  Physician Referral   Friend/Family Referral   Self Referral    Other 
  Media    Publication     Internet 

 
If referred by a physician, please complete: 
Referring MD Name:______________________________________________________ 
 
Address:______________________________City/State:________________ Zip:______ 
 
Telephone Number: (___)____________________    Fax Number:  (___)_____________ 
 
Please complete this form so that we may send copies of your consultation reports to 
your primary physicians. 
 
It is important that we keep in touch with your primary physicians and keep them appraised as to your 
condition.  The information and communication that we provide to your physician is vital to maintaining 
continuity of your care.  If you do not have your physician’s address or phone number please list as much 
of the information as you can (name and city are necessary to look up the address): 
 
INTERNIST/FAMILY MD:_____________________  OTHER MD:___________________________ 
Address:_______________________________________  Address:________________________________ 
______________________________________________  _______________________________________ 
City/State:____________________Zip:______________  City/State:__________________Zip:_________ 
Telephone: _____________ Fax : __________________  Telephone:_______________ Fax:___________ 
 
PRIMARY UROLOGIST: _______________________  PEDIATRICIAN:_______________________ 
Address:________________________________________  Address:_______________________________ 
_______________________________________________  ______________________________________ 
City/State:_________________ _________ Zip: _______  City/State:___________________ Zip:_______ 
Telephone:______________  Fax:___________________  Telephone:_____________ Fax:____________ 
 
I hereby authorize the Cedars-Sinai Minimally Invasive Urology Institute to furnish medical 
information relative to my medical condition to the physician’s identified above. 
 
______________________________ ____________________________ __________________ 
Print Name    Signature   Date 


