
 

840 Pine Street, Suite 750 | Macon, GA 31201 | Phone: 478-633-1458 | Fax: 478-633-5025 | www.navicenthealth.org/SI 
 

Surgical Institute, NHPG  
Revised 2/2021 

Revision 002 
 

 

 

Referral Form 

Dennis Ashley MD  Dudley Christie III, MD   Ashley Jones, MD 

Eric Long, MD  Robert Parel ll, MD Anthony Scott, MD 

William Thompson, MD  Danny Vaughn, MD        

Patient information:  

Last name: _______________________________   First name: __________________________   MI: ________________ 

Phone#________________________DOB____/____/______ SSN: ____________________ Male _______Female______ 

Address: ___________________________________________________City: _________________State/Zip: __________   

Referred by (MD) ________________________________ Phone #_____________________ Fax#__________________ 

PCP (if not referring) ______________________________Phone #______________________________________ 

Person completing this form: ___________________________   Phone#___________________Date ________________ 

Reason for referral ____________________________________________ 

 

Insurance:  

Primary plan: ______________________________ Policy #____________________________ Group#_______________ 

Secondary plan: ____________________________ Policy #____________________________ Group#_______________ 

Authorization to specialist required: No______   Yes_______Auth #___________________________________________ 

 

Please fax this form to (478) 633-5025 with any applicable notes, labs or imaging results. 


