
TOWN AND COUNTRY PEDIATRICS PATIENT REFERRAL REQUEST 
 

DATE: ______________________ 
 

 
CHILD’S NAME:___________________________DOB:_________________ 
 
PRIMARY DOCTOR:__________________________ 
 
INSURANCE CARRIER:_______________________  Blue Choice/Aetna 
 
 
SPECIALIST: 
 
 Name: ______________________________ 
 
 Address: ____________________________ 
 
 Phone/Fax:__________________________ 
 
 
APPOINTMENT DATE:____________ OUTPATIENT OR INPATIENT  
 
         Date Admitted:_________ 
         Date Discharged:________ 
 
DIAGNOSIS/SYMPTOMS:__________________________ 
 
 
REASON FOR VISIT:_____________________________ 
 
 
PERSON REQUESTING REFERRAL: 
 

NAME:__________________________ 
 
RELATIONSHIP TO PATIENT:________ 

 
PHONE:________________________ 

 
 
 
 
 
 
 
 

Please drop this off at your child’s Town and Country Pediatrics location or fax to: 
Halsted office: 312-981-6312 or email officehalsted@townandcountrypeds.com  
Glenview office: 847-998-8807 or email at officeglen@townandcountrypeds.com  
Lincoln office: 773-478-4916 or email at officelinc@townandcountrypeds.com 

 


