
1402 Grand Avenue, Washington, IN 47501  
Phone: 812-254-2872  Fax: 812-502-8009    

 www.dchosp.org 
 

 
 

Referral Form 
 
Urgency:  This is an urgent request  
 
 
Referring Physician: 
 
____________________     ______________________    _________________ 
Provider First Name               Provider Last Name   Provider Phone 
 
 
Patient Information: 
 
____________________     ______________________    _________________ 
Patient First Name                 Patient Last Name   Patient Phone 
 
 
Patient Date of Birth: _____________________ 
 
 
 
Reason for Referral: ____________________________________________________ 
_____________________________________________________________________ 
 
 
Please fax medical records to: 812-502-8009 if patient is not registered at Daviess 
Community Hospital or Clinics 
 
 


