
   

 
Dr. Tiffanee Lenzi, MD, PhD.  

Please fax or email referral to the following: 

Fax: (949) 404-6610 

Email: LWhitfield@nashvillemedicalgenetics.com 

GENETIC CONSULTATION REQUEST 

PATIENT DEMOGRAPHIC DATA:   

Patient’s Last Name: ______________________________ First:_________________________________ 

Date of Birth: ______/______/______ EMAIL: ________________________________ 

Address/City/State:_____________________________________________________________________ 

Phone #: ________________________________  

 

 
DIAGNOSIS/REASON FOR REFERRAL:  
 
______________________________________________________________________________ 

______________________________________________________________________________  

 

REFERRING PROVIDER: ____________________________________________________  

PROVIDER PHONE NUMBER: _______________________________________________ 

PROVIDER FAX NUMBER:  __________________________________________________ 


