
Wound & Ostomy Clinic Referral Form 

Physician Name: _____________________________________    Practice : ___________________________________

Phone #: _______________________________________   Fax #: ______________________________________________

Physician Email:  _____________________________________________________________________________________

Patient Name: ___________________________________________________      DOB: ___________________________

Phone #: _______________________________________    Email: _____________________________________________

Primary Insurance:____________________________  Policy#: _________________  Group#: _________________

Wound Type/Etiology (DFU/Trauma/Vascular): ____________________________________________

Number of Wounds: ________________   How long has wound(s) been present? _____________________

Wound Location(s): #1 ________________ #2 ___________________ #3 ________________ #4 ________________ 

Diabetes? Y / N   Vascular Disease?  Y / N     Diagnosis Code(s): ___________________________________

Additional health history/concerns?  _______________________________________________________________

Current Medications? _______________________________________________________________________________

Referring Physician Signature: _____________________________________  Date:__________________________

Please return this completed form, patient demographic information, clinical notes and copy of both 
sides of insurance card(s) via fax (888) 972-8596 or via email at clinic@prohealthone.com.

Referring Physician Information

Patient Information

Referral Information



ProHealth One Wound & Ostomy Clinic       1001 W. Mineral Avenue, Suite 200       Littleton, CO  80120


