
CSBS/HIDC 
REFERRAL FORM

Health and Infectious Disease Care 
(HIDC)
A DBA of Cadet’s Solutions

Address: 1900 Hillcrest Street, 
Orlando, Florida 32803
Phone: (407) 917-0853 | Fax: (407) 
641-8591

I. Referring Provider Information

Referring Provider/Physician: 
____________________________
Med.Office:__________________
Phone:______________________
Fax:________________________
NPI:_____________________
Date:_______________________

II. Patient Information
Name:______________________
DOB:________________________Gen-
der:_____________________Phone/
Email:_________________
Insurance:___________________
Member ID:_________________
Group #: ____________________
(Please attach a copy of the patient's 
insurance card)

III. Clinical Information
Reason for Referral / Diagnosis: 
____________________________

Relevant Medical History: 
____________________________

Mobile User



Current Medications: 
_________________________________
________________

IV. Requested Services
☐ Infectious Disease Consultation
☐ HIV/AIDS Care
☐ Travel Medicine
☐ STI Screening/Treatment
☐ Other: ___________________

Urgency: ☐ Routine  ☐ Urgent (Please 
call office for same-day/next-day 
availability and info needed for pre-
authorization )

Please fax this completed form along 
with the patient’s recent progress 
notes, lab and imaging results, and 
insurance information to (407) 
641-8591.


	f14: 
	f8: 
	f2: 
	f6: 
	f7: 
	f1: 
	f11: 
	f5: 
	f18: 
	f9: 
	f15: 
	f16: 
	f4: 
	f17: 
	f3: 
	f12: 
	f13: 
	f10: 
	01KZV9RSK1ZJCV6D03NFDXRY3N: Off
	01KZV9S63BKYNJYCCWKYNF0ZMX: Off
	01KZV9SFM7MJDH16A0Q5NMX1FY: Off
	01KZV9STB3SW04V66DNC1X0SFM: Off
	01KZV9T004F9SYY6YQSWFPSFTM: Off
	01KZV9TF9PW6XQCFENAQS0HADH: Off
	01KZV9TPQJMG2XDATK8YR76G8F: Off


