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REFERRAL FORM 
 

DATE:__________________________________ 

FROM (HEALTH FACILITY)______________________________________________________________________________ 

NHIS REG. NO.__________________________________________________________________________________________ 

REFERRED TO__________________________________________________________________________________________ 

PATIENT’S NAME_______________________________________________________________________________________ 

NHIS ID. NO.____________________________________________________________________________________________ 

AP NO._________________________________________________________________________________________________ 

FORCE NO._____________________________________________________________________________________________ 

COMMAND NAME______________________________________________________________________________________ 

HMO CODE_____________________________________________________________________________________________ 

CLINICAL FINDINGS____________________________________________________________________________________ 

________________________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

INVESTIGATION________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

PROVISIONAL DIAGNOSIS_______________________________________________________________________________ 

REASON FOR REFERRAL________________________________________________________________________________ 

NAME OF REFERRING PERSONNEL_______________________________________________________________________ 

SIGNATURE & STAMP___________________________________________________________________________________ 

DATE___________________________________________ 

........................................................................................................................................................................ 
 

ACKNOWLEDGEMENT 

RECEPIENT’S FACILITY_________________________________________________________________________________ 

PATIENT’S NAME_______________________________________________________________________________________ 

COMMAND____________________________________________________________________________________________ 

NHIS ID. NO____________________________________________________________________________________________ 

AP NO._________________________________________________________________________________________________ 

ACTION TAKEN_________________________________________________________________________________________ 

________________________________________________________________________________________________________ 

DOCTOR’S SIGNATURE___________________________________DATE_________________________________________ 


