
                                                       

Tiffanee Lenzi MD PhD 

741 President Place, Suite 230 

Smyrna, TN 37167 

Fax (615) 462-6072 

e-fax (949) 404-6610 

      GENETIC CONSULTATION REQUEST 

 

PATIENT DEMOGRAPHIC DATA: 

Patient’s Last Name: ______________________________ First:_________________________________ 

Date of Birth: ______/______/______          Patient email: ________________________________ 

Address/City/State: ____________________________________________________________________ 

Primary Phone #: ________________________________ Secondary #: ___________________________ 

INSURANCE: __________________________________________________________________________ 

*Please attach copy of insurance card  

 

DIAGNOSIS/REASON FOR REFERRAL: 

______________________________________________________________________________

______________________________________________________________________________ 

REFERRING PHYSICIAN:  ________________________________________________________  

PROVIDER PHONE NUMBER: _____________________________________________________ 

PROVIDER FAX NUMBER: ________________________________________________________ 

 


