
 

 

 
 
Model Specialty Out-Patient  Referral Response Checklist* 

(This information can be communicated through any of several means including a 

paper-based referral response form, detailed clinical note from last appointment 

or abstraction from an Electronic Medical Record)  

Patient Name:__________________________ Date Of Birth:______/______/______ 



 

 

referring and other pertinent providers that are part of the patient’s care team, in a timely fashion, such as within 

one week of the referral visit if not sooner. 


