





Collin Juergens, M.D. and J. Byron Mullins, M.D. 
PATIENT REFERRAL FORM

Please fax this completed form to our office at 972-432-0552 and give the patient a copy for their records.
Referring Physician Name: ___________________________________________________
Patient Name: ___________________________________________  DOB: ___/___/_____
Home Phone: _________________________ Work Phone: _________________________  
Insurance: ___________________________  Referral Number: _____________________
Please evaluate patient for: ___________________________________________________
In approximately: ____ day(s) / ____ week(s) / other: _____________________________
Patients may visit www.lascolinasentallergy.com for driving directions, new patient forms, and additional information.

Instructions from Referring Physician’s Staff to Las Colinas ENT & Allergy Staff (please select one):
 FORMCHECKBOX 
 Please contact patient to arrange an appointment and notify our office of the date and time of the Las Colinas ENT & Allergy appointment.
 FORMCHECKBOX 
 The patient will call Las Colinas ENT & Allergy to set up an appointment time.

 FORMCHECKBOX 
 If the patient’s symptoms do not improve in ____ days, the patient will contact Las Colinas ENT & Allergy for an appointment.
Date Faxed: ___/___/___

By: ___________________________________
