
 

 

 

 

 

Please complete referral form below and fax back to us along with a copy of patient demographics, 

insurance card(s), physician notes, medications and allergies list, lab and medical imaging results related 

to reason for referral. 

 

 

Fax# 920.356.6419 

 

DATE _________________ 

Referring facility/provider Information: 

Referring provider name: ___________________________________ 

Address: _________________________________________________ 

Phone: ________________________ Fax: ______________________ 

 

Patient Information: 

Patient Name: ________________________________________ Date of birth: ___________________ 

Preferred phone number: _____________________________ 

Insurance Type: _____________________________________ 

Member ID/Number: _____________________ Group#:________________ 

Does the patient need an interpreter for the appointment? Yes/no 

   

Reason for Referral: ____________________________________ 

If referral is for sleep related issues, has a sleep study been completed? 

If yes, which facility and about how long ago? _______________________ 

(Please send a copy of sleep study if you have it on file.) 

 

Does the patient utilize PAP therapy? 

If yes, where are they receiving supplies from? _________________________ 

 

   

Dr. A. Danny Yaish 

120 Park Avenue, Suite 1 

Beaver Dam, WI 53916 

123 Hospital Drive, Suite 2002 

Watertown, WI 53956 

Phone- 920-885-5225 

Fax-920-356-6419 

 

 


