
To make a referral: Please provide the information below and then fax this form and any other pertinent records
To us at 919-596-6147. 

Patient Name:___________________ Phone:_______________ Date of Birth:_____________
Referring Physician:_________________________ Fax Reports Back to:_________________
Specific Physician?:_________________________ICD10 Code(s):_______________________
Complaint(s):_____________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
Insurance Company:________________Insurance Member ID:_________________________
Group #:__________________Policy Holder Name:_____________________________________
Policy Holder Relationship:____________ Policy Holder DOB:________ Issue Date:______

*Please note – UNC Fertility does not take Medicare, Medicaid, or Charity Care– please let patients know 
before referring to our clinic.

**For male patients – refer for semen analysis only. Results will be sent back to the referring provider for 
Interpretation.




