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Dear Midwives,

Thank you for your business. We wanted to let you all know about some changes to our
referral polices, and remind you of existing policies.

* Remind your patients to arrive to all appointment 15-20 minutes early. Unfortunately
we cannot accommodate late check in, Patients will be reschedule to the next availability.

¢ Only 1 guest over 18 for ultrasounds, NO Exceptions can be made.

¢ We always need patient Demographics (First & Last Name, DOB, Address, Phone #,
Insurance Name and ID #) for ultrasound & affice visit appointments. A copy of patients
ID is a policy to be seen in our office.

* We need prenatal records (Labs, Imaging, and Office Notes) for all office visits.
Appointment will get rescheduled or canceled if don’t receive all records.

* Please send referral and records ASAP! Patients are calling before we get these &
Providers sometimes don’t get a chance to let us know to be expecting them.

* Incomplete referrals will not be processed. (All Demographics, LMP,EDD, G's, P's, Type of
Scan/Appointment)

* No longer doing NT Screens or Labs

¢ Incomplete Anatomy Scans done by outside facilities need to be completed by that
facility.

e |f fetal anomaly is suspected or seen by another facility, MFM referral is recommended

rather than sending the patient here for another scan.

All the Best,

Rainier OBGYN Staff
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***Please Let Patients know: ***

To arrive 15-20 minutes early.
Only 1 Guest over the age of 18 for ultrasounds.

Name; DOB:
Address:
Phone #:
Insurance Name; (D #:
Or send Demographics with front and back of Ins. card, and ID card.
LMP; EDD: G: P:_

* Referral for Ultrasound:

Dates Anatomy 36 wk BPP Growth Other:;

e
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(Starting @ 23 wks)

* Diagnosis/Reason:

* Referral for Appointment: Cansult: DT OC:

(Will Need all records for this)

Notes to Provider/ Sonographer:;

Referring: Phone #: Fax #:

*Incomplete Referrals will not be processed *
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