Bayhealth

Medical Center |
REFERRAL FORM - WOUND CARE CENTER Patient Label
Date: Referring Physician:

Phone #: Fax #:

PATIENT INFORMATION

Patient Name: DOB:
Patient’s Phone Number: Family Physician:
INSURANCE INFORMATION

Primary Insurance: Policy #:
Secondary Insurance: Policy #:

WOUND INFORMATION

Diagnosis:

Location(s) of wound(s):

Duration:

How did the injury occur?

Other Conditions:

Please send a copy of patient’s most recent Labs, Vascular Studies, X-Rays/Imaging
Reports and list of Current Medications. .
Bayhealth Wound Care Center
640 South State Street
Dover, DE 19904

Office: (302) 744-7500 FAX: (302) 735-3218
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