
DATE

Reason for Referral/Visit:

ICD 10 Diagnosis Code(s):

Signature:

Pertinent Clinical Data: Please include most recent office visit, medication list, and any relevant outside lab or radiology studies.

The Vascular Care Group also provides care as Stephen J. Hoenig, M.D., P.C., 
Southeastern Vascular, P.C. and TVCG Newton-Wellesley, PLLC.

REFERRAL FORM

Referring MD:

Patient Name:

Patient D.O.B.:

Primary Insurance: ID:

ID:Secondary Insurance:

Patient Home Phone Number: Patient Cell Phone Number: 

Referring MD Phone Number:

      URGENT (Please call office in addition to faxing for urgent requests.)        ROUTINE

■ Paul J. Gagne, MD, FACS, RVT
■ Andrew N. Lazar, MD
■ Chong Linus Li, MD, RPVI
■ Naiem Nassiri, MD, FSVS, RPVI
■ Other ___________________________

330 Boston Post Road, Suite 240 
Darien, CT 06820 
p: (203) 548-7858  I f: (203) 439-4839

***Please include a patient demographic sheet with your request***

999 Summer Street, Suite 100 
Stamford, CT 06905 
p: (203) 544-2008 I f: (475) 215-0522




