
        

                       PHYSICIAN FAX REFERRAL 
    Please fax to (256) 265-1633 

                                                              For Scheduling questions call (256) 351-0688    
HH Heart Center – Decatur 
1107 14th Avenue SE, Suite 100 
Decatur, AL 35601 
 _________________________________________________________________________  
REFERRING PHYSICIAN  
 
Physician Name: ________________________________________ Telephone: _______________________ 
 
Clinic Contact: _________________________________________ Fax: _____________________________ 
 
Reason For Appointment: __________________________________________________________________ 
 
PATIENT INFORMATION – please include demographic sheet with faxed records 
 
Patient Name: ____________________________________ Date of Birth: ___________________________ 
 
Patient Contact Number: Home# _____________________________ Cell# __________________________ 
 
 
 
REQUESTED PHYSICIAN  
 
□ FIRST AVAILABLE            
 
□ Ashish K. Basu, MD       □ William D. Denney, MD          □ Luis N. Villanueva, MD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

FOR OFFICE USE ONLY 
 

Appointment Made with____________________________Date:___________________Time:____________ 
            


