
 

Form E4201 

 
Referral for Inquiry 

 
Patient:         __________________________________________ 
 
Account #:     _________________________________________ 

Admission: _________________________________________ 

Discharge:     _________________________________________ 

D.O.A.          _________________________________________ 

Pavilion or PTL (Primary Treatment Location): 

_________________________________________________ 

Specific Action Requested: 

________________________________________________________________

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

Attached are “all detailed” copies of the patient’s record. 

Signature:  ________________________________    Date:  _______________ 

 

Audit Findings: 

________________________________________________________________

________________________________________________________________

________________________________________________________________ 

 

Signature:  _________________________________  Date:  _______________ 


