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BLACK CREEK MEDICAL CONSULTANTS 
[bookmark: _GoBack]149 East Carolina Ave 
Hartsville, SC  29550-4782 
   Phone  843/383-5312  ▪   Fax 843/383-4516 
            www.blackcreekmedicalconsultants.com 
 
If you have pre-printed demographics and insurance information, fax those instead of completing fields below.  
Please also send the most recent office note with any pertinent lab/imaging reports and medical records. 
Fax to:  843/383-4516 
PATIENT INFORMATION  
 
Name__________________________________________________________________   DOB _____/_____/_________ 
                   (first, middle, last) 
 	 
Address __________________________________________________________________________________________ 
 
City _______________________________________ State ___________________  ZIP ___________________________ 
 
Parent/Guardian _______________________________________________________________ 
 
Patient’s Day Phone (         ) ____________________________Mobile Phone (         ) ______________________________ 
 
Email Address  __________________________________________ 
 
PRIMARY INSURANCE (or attach insurance card)  _________________________________________________________ 
 	Policy Holder’s Name _______________________________________ 
 	Policy # __________________________________________________ 
 
SECONDARY INSURANCE (or attach insurance card) _______________________________________________________ 
 	Policy Holder’s Name _______________________________________ 
 	Policy # __________________________________________________ 
 
REFERRING PHYSICIAN INFORMATION  
Name _____________________________________________ Referring Provider’s NPI __________________________ 
Address ___________________________________________  Phone (       ) ___________________________________ 
City _______________________ State _______ ZIP_________Fax        (      ) ___________________________________ 	 
Name of Contact Person _________________________________________________________ 
 
REASON FOR REFERRAL _____________________________________________________________________________ 
 
__________________________________________________________________________________________ 
 
Thank you for your kind referral.  We appreciate the opportunity to provide service to your patient.   
---------------------------------------------------------------------------------------------------------------------- 
INTEROFFICE USE:                           Date of Appointment _______________ Time _________AM/PM 
 Scheduled by ____________________________Date Scheduled ___________________ 
Referring MD notified of appointment?     ▢ Yes   ▢ No        By __________________________________________ 
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