
PHYSICIAN FAX REFERRAL 
Please fax to (256) 817-5956 

Referring Office call (256) 817-5955 

 

HH Madison Heart Center  
1041 Balch Road 

Suite 300 

Madison, Al  35758                                                                                                                                              

 
 

REFERRING PHYSICIAN 
 

Physician Name: ______________________________________________________ Telephone: ____________________________________ 

 

Clinic Contact: ____________________________________________________________   Fax: ____________________________________ 

 

Reason for Appointment: ______________________________________________________________________________________________ 

 

Patient Name: _______________________________________________________ Date of Birth: ____________________________________ 

 

Patient Contact Number:  Home# _______________________________________________ Cell#____________________________________ 

 

 

 

   

□ 1
st
 Available 

     
 

□ Gary R. Farris, MD □ Jordan M. Gunn, MD  □ James P. McGraw, MD □ Joshua D. Valtos, MD 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FOR HEART CENTER STAFF 
 

A                 APPOINTMENT MADE WITH:                                                                                         DATE/TIME 

 

 


