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HEMORRHOID REFERRAL FORM  
 
REFERRING PROVIDER 
Name:___________________________​
Clinic Name: ______________________________​
Phone: ___________________ Fax: ___________________​
Billing Number: ______________ 
 
PATIENT DEMOGRAPHICS 

Patient Name: __________________________________ 

DOB:________________________  PHN:|________________________ 

Address:______________________________________________________________________ 

Phone:______________________  Cell:_________________________ 

Email:_____________________________ 

REASON FOR REFERRAL​
☐ Hemorrhoids ☐ Rectal bleeding ☐ Anal pain ☐ Prolapse​
☐ Other: _______________________________________ 

PAST INVESTIGATIONS (please attach if applicable)​
☐ Colonoscopy (date): ______________ ☐ Flexible Sigmoidoscopy​
☐ Labs ☐ None ☐ Other _________________ 

RELEVANT MEDICAL HISTORY​
☐ Anticoagulants ☐ Bleeding disorder​
☐ Other: _______________________________________ 

☐ Patient is aware of and consents to this referral 

Referring Provider Signature: _________________________ Date: ___________________ 

 


