STATE OF OKLAHOMA

DEPARTMENT OF HUMAN SERVICES

REFERRAL FORM FOR EXAMINATION OR TREATMENT
DDS-5
REFERRAL FORM FOR EXAMINATION OR TREATMENT

FORM NAME
FORM NO.


	Name:
	     
	DOB:
	     

	Case No:
	     
	Appointment Date/Time:
	      /      

	Address:
	     
	Phone:
	     

	Provider:
	     
	Legal Guardian:
	     

	Case Manager:
	     
	Referred to:
	     

	DIAGNOSIS:      

	CURRENT MEDICATIONS/TREATMENTS

	Name of medication, dosage amount, times administered, include any over-the-counter and/or P.R.N.

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	     
	
	     

	ALLERGIES. Include medication/food/environmental allergies:
	     

	

	REASON FOR VISIT:      

	
	
	     

	Signature and Title of Person Completing Form
	
	Date

	PHYSICIAN/MEDICAL FACILITY SECTION

	Diagnosis/Findings:      

	Recommendations:      

	Treatments:      

	
	
	     

	Physician Signature
	
	Date

	Routing: One to physician, one for home record, one sent to case manager, within one working day.
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