
                                           
 

 
           

 

 

 
 
 

CARDIOTHORACIC REFERRAL 
 
 
Dr. Birnbaum                                              Dr. R. Gregory                            Dr. Yankey 
 
 
Date of Referral:____________________ 
 
Referring Doctor:___________________                             Phone:____________________ 
 
Contact Person:____________________ 
 
 
PATIENT NAME:___________________________________   DOB:________________ 
 
Patient Phone:________________________________ 
 
Insurance:____________________________________ 
 
 
CARDIAC Referral: 
 
Date of Catheterization: ___________________   Hospital:________________________ 
 
Echocardiogram:_______________________     Carotid:________________________ 
 
Diagnosis:____________________________ 
 
THORACIC Referral: 
 
CT of Chest:_____________________   Facility:____________________ 
 
PET scan: ______________________     Facility: ____________________ 
 
 
Comments:__________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________
____________________________________________________________________________________ 
 
 
 
 
 
 
 
 
 

1510 East Herndon Avenue 
Suite 210 

Fresno, California 93720 
(559) 450-7455 

       (559) 450-7473- fax 


