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Summit Pacific Podiatry Clinic Referral Form

Phone: 360-495-7430

Fax: 360-495-5759

Patient Information

Patient Last Name: First: MI: __ DOB: / /
Age: Sex: Height: Weight: BMI:

Patient Address/City/State/Zip:

Primary Phone #: Secondary Phone #: Email:

Referral Information

Referring Provider: Location:

Office Contact: Office Phone: Office Fax:

Referring Diagnosis: ICD 10:

Primary Insurance:

Member ID: Group #:

Insurance Phone #:

Effective Date:

Referral Reason:

Diabetic Foot Exam

Wound care

Infection (cellulitis, abscess, nail, bone)

Nail/skin pathology (ingrown, fungal, callus, wart, lesion)

Foot/ankle pain (toes, forefoot, arch, heel, ankle)

Injury/trauma (sprain, fracture, laceration, tendon/ligament rupture)

Deformity evaluation (bunions, hammertoes, flatfoot, cavus foot, bone spurs)

Please note: Our clinic sees all ages.

Tendinitis

Arthritis

Circulation assessment (venous insufficiency/PAD)

Gait abnormality

Neuro. Eval. (neuropathy, nerve entrapment, drop foot)

Other (describe)

Patient Face Sheet

List of current medications

Surgical & Medical History

RecentH & P

Imaging Reports if applicable to referral

**Submission must include the following information:




