FAX REFERRAL REQUEST

. Inspire Health Specialty - Kashian
° ° IR 2335 E. Kashian Lane, Suite 280
%oe° Fresno, CA 93701
I n s p I re ou. H EA LT H 559.320.1090 Office
e¢’.° MEDICAL GROUP 833.973.5431 Referral Fax
L inspirehealth.org

FAX REFERRAL REQUEST . PHONE 559.320.1090 - FAX 833.973.5431

GASTROENTEROLOGY HEPATOLOGY
L First Available Physician

O Marina Roytman, MD
0 Muhammad Baraa Hammami, MD

Date:

Referring Physician: Phone:
PCP (if different from referring): Phone:
Patient Name: DOB:
Patient Home Phone: Cell: Work:

Consultation For:

Diagnosis:

Is the Patient Pregnant? (O YES O NO)

REQUIRED PATIENT INFORMATION . All information is needed to schedule an appointment

O Demographics/Insurance O Pathology

O Procedure Report(s) (EGD, Colon, EUS, ERCP, etc.) O Inflammatory Bowel Disease
O Imaging/Scans (CT, MRI, US) O Second Opinion

O Labs

Special Instructions:

Contact person: Title:
Phone: Fax: Comments:
INTERNAL USE ONLY

AppointmentDate: _ Time:____ Contact Person:

O Office Notified O Patient Notified Initials
06.2026



