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LasColinas

Ear, Nose, Throat & Allergy




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 _______________  Work _______________

Insurance ________________ Referral Number _______________

Please evaluate patient for _____________________________________________

In approximately   ___________ days    ____________weeks  ____________Other

Patients may visit lascolinasentallergy.com for Directions, Map, New Patient Forms and additional information.

Instructions to Dr. Mullins Staff 

· Please contact our patient to arrange an appointment time and notify our office of the date and time.

· The patient will call your office to set up an appointment time.

· If the patient’s symptoms do not improve in _____ days they will contact you for an appointment.

Date Faxed __________________________         By ____________________________
