f: SEND COMPLETED REFERRAL TO:
( Attn: Clinical Outreach Coordinator

=
CARAVEL Fax form to: (800) 513-7773

AUTISM HEALTH

PHYSICIAN REFERRAL FORM

Please attach any medical records, parent/guardian names and contact information, and releases of
information pertinent to this child.

* Please include copy of completed CPDS screener, if utilized.

Date of Referral:

CARAVEL AUTISM HEALTH to contact patient O Family to contact CARAVEL AUTISM HEALTH O

Child’s Name: DOB:

Parents Name:

Address:

Phone Number:

Email Address:

Additional Information:

Referring Physician Name:

Clinic Name:

Contact No:

PRIVILEGED AND CONFIDENTIAL:

This document and the information contained herein are confidential and protected from disclosure pursuant to federal law. This
message is intended only for the use of the Addressee(s) and may contain information that is PRIVILEGED and CONFIDENTIAL. If
you are not the intended recipient, you are hereby notified that the use, dissemination or copying of this information is strictly
prohibited. If you have received this communication in error, please notify the sender immediately and arrange for the return or
destruction of these documents.

MD



