
Referral to Specialty Care
Date of referral: / /

REFERRING HEALTH CARE PROVIDER 
Name: Patient:
Address: DOB:

Home phone:

Phone: Work phone:

Fax: Insurance carrier:

Policy ID#:

REFERRED TO HIV SPECIALIST
Name: Contact Person (if not patient):

Address: Name:

Home phone:

Phone: Work phone:

Fax:

Type of test: Rapid Conventional Date of HIV test result: / /

*Attach Lab Antibody Test Result

Current symptoms (if any):

Current medications:

Drug allergies:

Chronic medical conditions:

Signature - Health care provider Signature - Patient

THE NEW YORK CITY DEPARTMENT 
of HEALTH and MENTAL HYGIENE
Michael R. Bloomberg, Mayor
Thomas R. Frieden, M.D., M.P.H., Commissioner

nyc.gov/health

Know Your HIV Status:
A Key Step to a
Healthier NewYork
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