
REFERRAL REQUEST FORM
Minimum 5 Days Notice

Check here for a copy to be provided to 
YOU 2 days prior to appointment. A copy 
will be available at the front desk for your 
convenience.

PLEASE PRINT CLEARLY - MISTAKES WILL DELAY YOUR REFERRAL

Today’s Date:

Appointment Date:

DOB: ___________________*****Required*****

Patient Name:

Patient Phone Number:

Patients Doctor - Please Circle YOUR Doctor’s Name

• Dr. Margolis, Michael

• Dr. Perez-Stable, Eddy

• Dr. Hernandez, Adan

Insurance Company Information:_ ____________________

Specialist Name:___________________________________

Specialty:_________________________________________

Diagnostic Facility:_________________________________

Address / Location:_________________________________

________________________________________________

Phone:___________________________________________

Fax:_ ____________________________________________

4510 Sheridan Street 
Hollywood, Florida 33021

Phone:(954) 893-8900
Fax: (954) 893-8992

You may Fax, E-mail, or bring this form to the front desk to start the referral process. If you would like 
this form e-mailed to you, please send us an e-mail at drharrypepe@aol.com with “Referral Request” as 
the subject and a brief message and we will e-mail the form directly to you. Dr. Harry Pepe & Associates 
would like to thank you for choosing us a your Primary Care Provider. Any suggestions that may help 
us better serve your needs can be included on this form. We will make every effort to accommodate 
your request and give you a response as soon as possible.

Reason for Referral:
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