
PL 6813 ATT B 

COMMWELL HEALTH 

       Ryan White HIV/AIDS Program   

PATIENT REFERRAL FORM 
  

PATIENT DEMOGRAPHICS 
 

Name___ ____________________ 
                First 

_________________________ 
Middle 

_________________________ 
Last 

Address:____________________________________________________________________________ 

City:__________________________ State:____________________ Zip:______________________ 

DOB:____________________ Sex:_______  Race:________ SS#:_______/______/_______ 

Home Phone#:____________________________ Work Phone#:__________________________ 

 

  Married   Single   

Separated 

  

Divorced 

  Widowed 

  Insurance   Medicaid   ADAP-please include Case # _________________________ 

 

Diagnosis Date/Location: __________________________________________________________________ 

PRIMARY CARE PHYSICIAN 

Primary Care Physician:______________________________________________________________ 

Agency Name: _____________________________________________________________________ 

Telephone#:  _________________________________ Fax#: ________________________________ 

 

CASE MANAGER  
Case Manager:_____________________________________________________________________ 

Agency Name: _____________________________________________________________________ 

Telephone#:  _______________________________ Fax#: __________________________________ 
REFERRAL SOURCE 

 
Referred By: ______________________________________________________________________ 

Agency:  _________________________________________________________________________ 

Telephone#:  _______________________________Fax#:__________________________________ 

Signature:  ___________________________________________ Date: _______________________ 

 

Clinic Contact Person: 
CommWell Health –Ryan White HIV/AIDS Program 

 
Patient Eligibility Representative – 910-567-7142 

or 
1-877-WELL-ALL press 1 then press 5  

 
507 N Brightleaf Blvd 
Smithfield, NC 27577  

 
Fax #:  910-567-5678 

 

Office Use Only:  Date Referral Received:  ___________________  Staff:  __________________________     

 

Please check service(s) needed: 
  Medical/ID 
  Dental 

Intake Date:  ______________________ 

Intake Time: ______________________ 

Transportation Needed:    Yes   No 


