
Patient Referral Form 
Charitable Health Care Provider Program

NOTICE TO PATIENT 
It is intended that you are being referred to a charitable (volunteer) health care provider who will 
provide care to you or for someone for whom you are legally responsible. Your participation in this 
referral process is voluntary. Depending on the determination of the charitable (volunteer) health 
care provider, you may also receive services from pathologists, laboratories, radiologists, and 
anesthesiologists. The care you receive from a volunteer health care professional will be provided at 
no charge to you. However, you may be billed for hospital, pharmaceuticals, laboratory services, or 
other associated services connected with your care, only the services of the health care 
professional you are being referred to will be at no charge. Is your responsibility to ask and 
determine what charges or financial responsibility you will have for any services other than those of 
the Charitable health Care Provider. The Charitable Health Care Provider is providing care on 
behalf of the State of Oklahoma and serves as an agent of the State. By acceptance of this referral, 
you acknowledge that the state solely is liable for any injury or damage suffered by you, or someone 
that you permit to receive treatment, that results from authorized treatment by the volunteer provider 
and that State's liability is limited as provided in Oklahoma law in the Governmental Tort Claims Act, 
51 O.S. §§ 151 et seq, as amended. 
  
I hereby certify that I have read the above notice and understand that it is intended that I be referred 
to a charitable (volunteer) health care provider who will provide care for me or someone for whom i 
am legally responsible. I further understand that charitable (volunteer) health care provider may also 
refer me to pathologists, laboratories, radiologists, and anesthesiologists whose specialized 
services may be needed to treat my health condition. I authorize examination, diagnostic 
procedures and treatment as deemed necessary by the doctor(s) or other health care 
professional(s) (and whomever she/he may designate as assistants). In addition, i certify that the 
information i have provided regarding my eligibility, including income information, is true and 
complete to the best of my knowledge.

Patient/Guardian Signature: Date:

If treatment for a minor child, indicate relationship to child:

For Referring Clinic Use:

Referring Free Clinic Name Name of Referring Provider:

Patient's Information:

Name: Date 
of Birth

Address:



City:

State:

ZIP Code:

Phone Number:

Sex

Male
Female

Race

White
Black
Asian/PI
American Indian/
Alaskan Native

Ethnicity

Hispanic
Non-Hispanic

Referral Type:

Select one per 
referral form:

Pathologist
Dentist
Laboratory
Behavioral Health Professional
Radiologist
Pharmacist
Anesthesiologist
Other

Other (please 
specify)

Reason for 
referral:

Do you have notes regarding this referral?

Notes: If yes, 
please attach to 
referral.

Yes
No



Referring Provider Signature or Designee: Date:

As needed, the above-named health care provider is intending to refer this patient to a charitable 
health care provider who is under contract as provided at 51 O.S. Supplement 2007, Section 152.2.

Information for Specialist Receiving Referral: Appointment Date and Time:

Name of 
Specialist:

Date:

Address: Time:

City:

State:

ZIP Code:

Phone Number:

Response to Referring Provider 
(actual services provided by specialist)

Diagnosis/treatment provided:

Date(s) of Services Rendered: Estimated Value of Health Care Provided:

(Receiving) Volunteer Specialist Provider Date:

  
Please print this form. Signatures by the patient/guardian and the referring provider/

designee must be in place for referral to be valid.


	fc-int01-generateAppearances: 
	Date:_bYF*4OA3mCGQQP2pbhnMkA: 
	(Receiving) Volunteer Speciali_TYeAo3UswwB2yT9J7ce4lg: 
	Estimated Value of Health Care_fZVmnalrn9gO**FsBqLiJg: 
	Date(s) of Services Rendered:_exXHww9V7P2qUNqjrJbszQ: 
	Diagnosis/treatment provided:_0hRlKoFPimK3r7vNztiXiQ: 
	Phone Number:_INAOP-BSEtXALb-zC49vvw: 
	ZIP Code:_8DabcQ0fGL3xTQEHue0MzA: 
	State:_3-ZvJJ5q8B40ZTfC8ebSBw: 
	City:_eXciBhpyV8lQLUK5wu5cGA: 
	Time:_7K80vcqRdaLFyRSpZPatgg: 
	Address:_aG-ozB3BV8-jTwwADHjtKA: 
	Date:_rXNBgREh4nhAlwfoby-7DQ: 
	Name of Specialist:_x-hDiHDF-fwuaF36ClXX4g: 
	Date:_ZBglLEbA9tu4aAjekw3IBg: 
	Referring Provider Signature o_dvZddFit*zElg6XKl26cgA: 
	Notes: If yes, please attach t_P6YV05oVQ8PutuC2KVuZUw: Off
	Reason for referral:_i-zdrlSju3NvH3XdM2363Q: 
	Other (please specify)_ygjAsAGwZ0Xy*c5CB0WNAQ: 
	Select one per referral form:_YwtPHazuG6LQozby7dFPPA: Off
	Ethnicity_eFT0z-5Hs*BKG3U42lfJDw: Off
	Race_L*vuvLYQdHrh3NaRVtHZ7g: Off
	Sex_u8kM4Ppq2zn4*utUQlvK-w: Male
	Phone Number:_vERwuaSI2koQHYDID8UrMw: 
	ZIP Code:_GJKsRMxwUM2YKfiwGWwbZw: 
	State:_68dpeuqqand2h8J-sjjmrg: 
	City:_DKti53FLhdN7d2JJWI4rkQ: 
	Address:_ycKqwdJ*BBQHN9fZ6Xv2Bg: 
	Date of Birth_TjmQxq5ljkflZAaKyNxAew: 
	Name:_rIoKgcHcQrKoFHoR64HVeg: 
	Name of Referring Provider:_9tlpRkLDi03EJK6C2n8spg: 
	Referring Free Clinic Name_pPZFlPpTIcixK-k0vVYSBw: 
	If treatment for a minor child_m8k743okTYt-hHhBA30kpw: 
	Date:_ZOVm9Ja5WqZ330uZsyyV0w: 
	Patient/Guardian Signature:_OPQ-S8waHU8Ypd8FdCa0Kw: 


