
WOUND SERVICES REFERRAL
Enterostomal/Ostomy Nurse

Sparrow Wound Center
1322 E. Michigan Ave., Suite 204

Medical Arts Building
Lansing, MI 48909

Phone: (517) 364-3504      Fax: (517) 484-3337

First appointment:  Date: ________________________________ Time: _________________________________

Date of referral: ___________________ Person completing form: _____________________________________________

Patient Information: Name: _______________________________________________________________________

DOB: ________________Parent/Guardian ______________________________________________________________

Home Phone: _________________________Work Phone: ______________________Cell Phone: ______________________

Ambulatory:     Y       N W/C:         Y        N Stretcher:   Y    N DPOA:   Y    N

Stoma Information:

Diagnosis: ________________________________________________________________________________________

Reason for referral:_________________________________________________________________________________

Surgery Date and time:______________________________Procedure:_______________________________________

MRSA:     Y     N          VRE:     Y      N

Comments/Special Needs: ___________________________________________________________________________

_________________________________________________________________________________________________

Physician Information:

Referring Physician:_______________________________________________________________________________

Phone# ___________________________________ Fax# _____________________________________

Primary Care Physician: _____________________________________________________________________________

Phone# ___________________________________ Fax# ______________________________________

Physician: ________________________________________________________________________________________

Phone# ___________________________________ Fax# _____________________________________

Insurance Information:

Primary Insurance:__________________________________________Secondary Insurance:______________________

Insured Authorization#: ________________________________________

Date Ends: __________________________     and/or numbers of visits: ______________________________________

Please fax this information to the Wound Center:

History& Physical ___________   Med List _________________ Most recent Progress Note_______________________
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