
The use of this form is intended 
for patients who have been 

previously referred 
to a specialist by our office.REFERRAL FORM 

(Print Carefully)

Patient’s Name______________________

D.O.B. ___ /___ / ___

Patient’s Insurance ID #_____________________________

Patient’s PCP ______________________________________

Name of Specialist _________________________________

Specialty __________________________________________

Specialist’s NPI # __________________________________

Specialist’s Fax # __________________________________

Date of Appointment ___ /___ / ___

Allow 2-3 business days to process.
Referrals require approval for coverage from your insurance company.

Referrals submitted more than 60 days after the appointment may not be 
covered by your insurance company.

Mail, Fax, or Deliver completed form to our office.

JONATHAN A. BENJAMIN, M.D.
ROGER W. SPINGARN, M.D., M.P.H.

ELISSA B. ROTTENBERG, M.D.
1400 Centre Street, Suite 203

Newton Centre, Massachusetts 02459-2414
617-244-9929

Fax 617-244-9935

For office use only.

___ /___ / ___
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