
 

PHYSICIAN REFERRAL FORM 
BREAST SPECIALTY OF BATON ROUGE 

MICHAEL W. HAILEY, MD 
 

To refer a patient to Dr. Hailey, please complete this 
form and fax it along with patient specific 

reports/info to (225) 753-2778 (BRST).  Please phone 
us with questions at (225) 751-2778 (BRST). 

                                                      
P a t i e n t  I n f o r m a t i o n  

Name:  
 
 

 

 
 
 

Date of birth: SSN: Phone Day: 

Referring MD Name:      
 

Please Provide a Fax number where we can 

send a follow up : (           ) 

 

Referral:   O   URGENT 
                         O   Routine 

Alternate Phone:  

R e a s o n  f o r  R e f e r r a l  ( p l e a s e  c h e c k  a l l  t h a t  a p p l y )  

 

O   Abnormal mammogram and/or ultrasound.  Evaluate and treat. 

O   Breast lump/mass on the:      Right      Left 

O   Nipple Discharge 

O   Breast Pain/Tenderness 

O   Fibrocystic changes 

O   Worrisome Family History of Breast/Ovarian Cancer 

O   New Diagnosis of Breast Cancer 

O   Breast Abscess/Infection 

O   Gynecomastia 

O   Patient needs placement of venous access Device (Port) for chemotherapy 

O   Other:  _______________________________________________________________________________________ 

 P l e a s e  a n s w e r  t h e  f o l l o w i n g :  

Has this patient had any breast imaging studies?    YES    NO        If yes, where were they performed?   

Has this patient had any surgical procedures for which pathology reports are available?      YES     NO 
 
Where can we find them?      Please fax or list facility name: _______________________________________________ 

P l e a s e  p r o v i d e  a n y  a d d i t i o n a l  i n f o r m a t i o n  i n  t h i s  a r e a  t h a t  w i l l  
 a s s i s t  u s  i n  t a k i n g  c a r e  o f  y o u r  p a t i e n t .  

 
 
 
 
C o n f i d e n t i a l i t y  N o t i c e  

The	
  information	
  contained	
  in	
  this	
  facsimile	
  transmission	
  cover	
  sheet	
  and	
  any	
  documents	
  that	
  accompany	
  it	
  is	
  intended	
  only	
  for	
  the	
  personal	
  and	
  
confidential	
  use	
  of	
  the	
  recipient	
  named	
  above.	
  	
  If	
  the	
  reader	
  of	
  this	
  message	
  is	
  not	
  the	
  intended	
  recipient	
  or	
  the	
  employee	
  or	
  agent	
  responsible	
  for	
  
delivering	
  it	
  to	
  the	
  intended	
  recipient,	
  you	
  are	
  herby	
  notified	
  that	
  you	
  have	
  received	
  this	
  document	
  in	
  error,	
  and	
  that	
  any	
  review,	
  dissemination,	
  

distribution,	
  or	
  copying	
  of	
  this	
  communication	
  is	
  strictly	
  prohibited.	
  	
  The	
  facsimile	
  transmission	
  and	
  accompanying	
  documents	
  contain	
  information	
  
that	
  is	
  privileged,	
  confidential	
  and	
  otherwise	
  exempt	
  from	
  disclosure	
  under	
  applicable	
  law.	
  	
  If	
  you	
  have	
  received	
  this	
  communication	
  in	
  error,	
  please	
  

call	
  Dr.	
  Hailey’s	
  Office	
  at	
  (225)	
  751-­‐2778	
  (BRST)	
  to	
  arrange	
  for	
  the	
  destruction	
  or	
  return	
  of	
  this	
  communication.	
  	
  Thank	
  you!	
  

 

 

 For office use only:   O   Patient contacted by _______________________ 
 
   O   Appointment made on  _____________________ at ______________ AM/PM  


