
MUSC Health and MUSC Children’s Health Referral Form   
 

Please fax this information to the MUSC Health Patient Access Center at 843-876-0442. 
 
Date: 

  
Referring Provider Information 

First Name: Middle Initial:  Last Name: 

Practice Name:  Specialty: 

Email:  Phone Number: 

Street Address:   

City: State: Zip Code: 
Patient Information 

First Name: Middle Initial:  Last Name: 

Date of Birth: Gender (circle one):   Female  | Male 

Street Address:   

City: State: Zip Code: 

Phone Number:   

Insurance Company:   

Primary Care Doctor:   

If Patient is a minor, parent or guardian information:  

First Name: Middle Initial:  Last Name: 

   
Appointment Information 

Service/Specialty Requested:  
Name of Specific MUSC Health Physician Requested: 

Reason for Appointment: 
 
 
 
 
 
 
 
 

 


