
 

 
 

 

APPOINTMENT REQUEST 

 

Referring Physician Information: 
 
Referring Physician: ___________________________________  Date:  _______________________________ 

  

Phone: ______________________________________________  Fax: ________________________________ 

 

Contact Person: _______________________________________  E-mail:_______________________________ 

 

Referral Information: 
 
Patient Name: _________________________________________  Phone:_______________________________ 

 

DX: ___________________________________________________________________ 

 

Referral Number (if required): ______________________________________________ 

 

Physician Requested:  □ Thomas Fithian, M.D.  □ Anthony Carter, M.D.  □ John Aldridge, M.D 

    □ Jon Swenson, M.D.  □ Daniel Cavazos, M.D.  □ Adrian Baddar, M.D  

 

 

RETURN VIA FAX TO (757) 327-0116 
 

 

RAPID RESPONSE REQUEST 

 

Hampton Roads Orthopaedics & Sports Medicine office will contact the patient to schedule the appointment.  Upon 

completion, this form will be faxed back to the referring office to confirm that the appointment has been scheduled with 

the patient. 

 

Appt. Date: _______________________________  Time: _____________________ 

 

� Appointment Scheduled. 

 

� We have made several attempts to reach the patient and were unsuccessful. 

 

 

Thank you for the referral! 

 

 




