
4500 Newberry Road, Gainesville, Florida 32607
146 SW Orthopaedic Court, Lake City, Florida 32024

14417 NW 152nd Lane, Alachua, Florida 32615
1710 SE 16th Avenue, Ocala, Florida 34471

4600 SW 46th Court, Suites 210, 220, & 330 Ocala, FL 34474
17270 SE 109th Terrace Road, Summerfield, FL 34491
800 Zeagler Drive, Suite 100, Palatka, Florida 32177

2300 SE 17th Street, Suite 500, Ocala, FL 34471
2965 SE 3rd Court, Ocala, FL 34471

Phone (352) 336-6000    
          

www.toi-health.com

Please complete and fax to our Scheduling Department at (352) 336-6071.
The Patient will be contacted within 24 hours of fax receipt to schedule their appointment.
You will be notified of their appointment date, time and location by return fax.

If you prefer to schedule an appointment directly, please call our Scheduling Department at (352) 336-6032. 
Thank you.

Provider Requesting Consultation / Referral_______________________________________

Office Telephone #___________________________ Fax #___________________________

Contact Person_____________________________________________________________

Preferred TOI Physician (from list at left)__________________________________________
	 Or
First Available Specialist (check one)	 □ General	 □ Hand	 □ Foot/Ankle

					     □ Spine	 □ Shoulder	 □ Plastics
Reason for referral___________________________________________________________

Patient Name_______________________________________________________________

Patient  Address_____________________________________________________________

Date of Birth_________________________ Social Security #_________________________

Patient Diagnosis____________________________________________________________

Insurance Carrier____________________________________________________________

Insurance ID#______________________________________________________________

Patient Telephone # (Work)______________________ (Home)_______________________

(To be completed by The Orthopaedic Institute and returned via fax to referring physician's office)

The following appointment has been scheduled with Dr. _____________________________

Date_________________________________ Time________________________________

Office Location______________________________________________________________

Consultation / Referral Request


