
Pediatrix Cardiology of Dallas

APPOINTMENT REQUEST
Please fax form along with:

 copy of insurance card (or complete insurance section below)
  appropriate records, labs or studies

Patient Information
 
Date: 

Name:   DOB: 

Primary Telephone: Secondary Telephone: 

Insurance:  Policy Holder: 

Policy #  Group #  Benefi ts Telephone: 

Indication/Patient History: 

 
Referring Physician Information
 
Name:  NPI #:  

Address: 

Fax: 

Contact Person:  Physician Signature:  

Start Date:  End Date: Number of Offi ce Visits: 

(to be completed by Pediatrix Cardiology of Dallas)

Appointment Date: _____________________________Time: _______________________________________

Location:   Dallas      Frisco      Paris




Phone: 972.566.5622 •  Fax: 972.566.5616

Lee Ann Pearse, MD


