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Medical Referral Letter Template
For clinicians referring patients to specialists




	Referring Provider
	

	PROVIDER NAME & CREDENTIALS
	[Last, First, MD / DO / NP / PA]

	NPI
	[10-digit NPI]

	PHONE (DIRECT)
	[Phone]

	FAX
	[Fax]

	PRACTICE / CLINIC NAME
	[Practice or clinic name]

	ADDRESS
	[Street, City, State, ZIP]

	DATE OF REFERRAL
	[MM / DD / YYYY]



	Receiving Specialist
	

	SPECIALIST NAME & CREDENTIALS
	[Last, First, MD / DO / NP / PA]

	SPECIALTY
	[e.g., Cardiology]

	FACILITY / CLINIC
	[Facility name]

	DEPARTMENT
	[Department name]



	Patient
	

	PATIENT FULL LEGAL NAME
	[Last, First, Middle Initial]

	DATE OF BIRTH
	[MM / DD / YYYY]

	MEDICAL RECORD NUMBER (MRN)
	[MRN or Account Number]

	INSURANCE ID
	[Member ID]

	INSURANCE AUTHORIZATION NUMBER
	[Auth number if required]

	PATIENT PHONE
	[Phone]



	Urgency Level
	

	URGENCY
	☐  Routine    ☐  Semi-urgent    ☐  Urgent    ☐  Emergency



	Clinical Question
	

	CLINICAL QUESTION
	[State one specific question, e.g., "Please evaluate for possible atrial fibrillation and advise on workup"]



	Relevant Medical History
	

	CHIEF COMPLAINT & DURATION
	[Chief complaint in patient's own words and how long it has been present]

	PAST MEDICAL / SURGICAL HISTORY
	[Relevant diagnoses, surgical history, family history if relevant]

	SOCIAL HISTORY (IF RELEVANT)
	[Relevant social context affecting care planning]



	Medications & Allergies
	

	CURRENT MEDICATIONS
	[Drug name, dose, frequency — one per line. Include OTC drugs and supplements if relevant]

	ALLERGIES
	[Drug name — reaction type, e.g., hives, anaphylaxis]



	Examination & Test Results
	

	RELEVANT EXAMINATION FINDINGS
	[Key findings from your physical examination]

	LAB / IMAGING / OTHER RESULTS
	[Test name — value — date — in range / out of range]



	Management & Request
	

	WHAT HAS BEEN TRIED
	[Treatments attempted and outcome]

	I AM REQUESTING
	☐  Opinion only    ☐  Further workup    ☐  Specific procedure    ☐  Ongoing shared care

	ADDITIONAL DETAILS
	[Describe specific procedure or additional context]



This referral is based on my clinical evaluation of the patient named above. I am requesting specialist consultation for the clinical question described above. Records provided are limited to information relevant to this referral.

	Provider Signature
	

	PROVIDER FULL NAME & CREDENTIALS
	[Full name, MD / DO / NP / PA]

	NPI NUMBER
	[NPI]

	STATE LICENSE NUMBER
	[License #]

	DATE
	[MM / DD / YYYY]



	
	
	

	PROVIDER SIGNATURE
	
	DATE SIGNED



	Amendments & Addenda
	

	DATE OF AMENDMENT
	[MM / DD / YYYY]

	AMENDED BY
	[Name, Credentials]

	AMENDMENT DETAILS
	[Describe what was changed and why. Do not alter the original sections above.]



Provided by Commure Scribe  |  getscribe.commure.com
For clinical and administrative use. This template does not constitute legal or medical advice. Requirements vary by state — have your compliance officer review before clinical use. © 2026 Commure, Inc.
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