
Please complete and fax to 513.569.5339.  For phone in referrals call 513.569.5222.  
Office Hours:  9:00 am to 5:00 pm

Patient Information:

Patient Name:  _______________________________________________________________________________________________

D.O.B.              __________________________________              SS # _________________________________________________

Address:          _______________________________________________________________________________________________
                      
                        _______________________________________________________________________________________________
 
Phone #:         _______________________________________________________________________________________________

Patient Insurance: ____________________________________________________________________________________________
	                 (PLEASE INCLUDE COPY OF FRONT AND BACK OF INSURANCE CARD)

Diagnosis:      ________________________________________________________________________________________________

Testing (past 6 months):  X-ray: ____  MRI: ____  CT Scan: ____  EMG: ____Bone Scan:  ____  
                                      
		         Other Testing: _______________________________________________
		    	                   (PLEASE INCLUDE COPY OF TESTING REPORTS IF POSSIBLE)
 
Referring Physician Information: 

Referring Physician Name:  _____________________________________________________________________________________

Referring Physician Phone #:  ___________________________________________________________________________________
				  

Preferred Mayfield Surgeon, if any:   ______________________________________________________________________________

Sender Name:  ______________________________________________________________________________________________

 
We will call your patient to schedule.  Please feel free to call our office regarding any questions you may have.  Thank you.

(Mayfield Surgeons and Locations)

 

CAUTION!  All information contained in this facsimile transmission is:
1. Legally Privileged,
2. Strictly Confidential,
3. To be used by the addressee for it’s intended purpose and is to be destroyed after the stated purpose is fulfilled, and
4. Not for Re-disclosure to any Party, for Any Reason, at Any Time 
    If you have received this information in error, please notify us immediately by telephone and destroy all transmitted materials.

01/27/09

Dr. Todd Abruzzo (UC Medical Arts Building, Cincinnati Children’s*)
Dr. Arthur Arand (Fairfield, West Chester, Middletown)
Dr. Steven Bailey (Crestview Hills, KY, Williamstown, KY)		
Dr. Thomas Berger (Christ Hospital, Western Hills)		
Dr. Robert Bohinski (Christ Hospital, Anderson)		
Dr. Paul Cohen (TriHealth/Montgomery, Lebanon)		
Dr. Lee Greiner (Christ Hospital)			 
Dr. Charles Kuntz (UC Medical Arts Building, West Chester)	
Dr. George Mandybur (UC Medical Arts Building, TriHealth/Montgomery,      
      Veterans Affairs Medical Center*)	
Dr. Christopher McPherson (Harrison, Western Hills, Barrett Center)	
Dr. Raj K. Narayan (UC Medical Arts Building)		

Dr. Tann Nichols (Crestview Hills, KY, Maysville, KY) 
Dr. Andrew Ringer (UC Medical Arts Building)
Dr. Thomas Saul (TriHealth/Montgomery, Lebanon)
Dr. Bradbury Skidmore (Crestview Hills, KY)
Dr. John Tew (UC Medical Arts Building, West Chester)
Dr. Philip Theodosopoulos (UC Medical Arts Building, Western Hills)
Dr. William Tobler (Christ Hospital)
Dr. Ronald Warnick (West Chester)
Dr. Hwa-Shain Yeh (West Chester, UC Medical Arts Building)
Dr. Mario Zuccarello (UC Medical Arts Building, West Chester, 
     Veterans Affairs Medical Center*) 

*Mayfield does not schedule appointments for Cincinnati Children’s or the VAMC

Fax Referral Form


