
NEW PATIENT REFERRAL 

FAX FORM TO: (877) 735-3682 

PLEASE INCLUDE RELEVANT INFORMATION WITH REFERRAL FORM, SUCH AS DEMOGRAPHICS PAGE, AND 
IMAGING, COPY OF INSURANCE CARDS, COPY OF PHOTO ID, ACTIVE PROBLEM LIST, AND ANY DOCUMENTATION 

PERTAINING TO CURRENT WOUNDS. 

PH: (877) 744-0196 FAX: (877) 735-3682 ADMIN@ELITEWOUNDSOLUTIONS.COM

DATE REFERRING FACILITY AND PROVIDER 

FACILITY PHONE NUMBER FACILITY FAX NUMBER 

PATIENT INFORMATION 

FIRST NAME MIDDLE INITIAL 

ADDRESS 

CITY STATE ZIP CODE 

DOB 

INSURANCE CARRIER INSURANCE ID NUMBER 

PATIENT'S PHONE NUMBER REASON FOR REFERRAL: SELECT ONE

DIAGNOSIS CODE(S) DIAGNOSIS DESCRIPTION 

Elite Wound Solutions

Or email right now by clicking the button below:

Evaluation Treatment

LAST NAME

mailto:scott@cartercountywoundcare.com
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