PATIENT REFERRAL REQUEST
TO:  DURHAM GASTROENTEROLOGY CONSULTANTS, PA
SCOTT R. BRAZER, MD AND DAVID A. TENDLER, MD
249 East NC-54, SUITE 200   DURHAM, NC  27713
PHONE: 919-806-8322     FAX:  919-433-0409
Date:  _____________________

Physician: ___________________________

Office Phone: _____________________       Office Fax: __________________________
Diagnosis:  ______________________________________________________________

**PLEASE INCLUDE RECENT CLINIC NOTES AND PERTINENT LABS, STUDIES, ETC.

Type of Referral Requested:  

□   Dr. Brazer

□  Dr. Tendler 
□  First Available

□   Colonoscopy

□  Flexible Sigmoidoscopy

□  Upper Endoscopy

□  Clinic Evaluation

□ Other  _______________



Has Patient seen another GI doctor in the past three years?     □  Yes        □  No
Prior GI Physician name:  __________________________  last date seen:  ___________

Please include any available records from prior GI physician

Please send COMPLETE information including the following:

Patient Name:  _______________________________  Date of Birth: ________________  
Social Security No. ___________________     Home Phone: ____________________

Address:  ______________________________________________________________
City:   ____________________    State: ________     Zip Code:  __________________

Employer:  ______________________________     Work Phone:  __________________
Insurance Carrier:  __________________________________
Subscriber/Member Number:  _________________________    

 (please include a copy of the patient’s insurance card, if available).

All of the above information is necessary to schedule the requested appointment.  We must have clinical information (recent clinic note) to process.
Please call 919-806-8322, if you have questions. We appreciate your referral to our practice.
