
      
David Haddad DPM 
2001 N. Collins Blvd Ste#103  
Richardson, Tx 75080 972-690-5374 
 
 
 

Podiatry Referral Form 
This form is electronic and will return to us on our secure server once completed, no need to fax. Demographics 
and records can be aƩached to this form as well. Please allow 24 hours for appointments to be scheduled.  

 

Today's Date: ___________________ (MM/DD/YYYY) 

Referring Provider/Facility: ________________________________________Phone/Fax: ______________________ 

PaƟent Name: _____________________________________________________ DOB: ________________ 

Insurance/ID: ___________________________________ Group________________ 

PaƟent Phone Number: ___________________________________ 

PaƟent Email Address: _______________________________________ 

IndicaƟon/Diagnosis for Referral:  ___________________________________  

Bunions Heel Pain/ 
Plantar or Achilles 

Sports Injuries 
(Fractures, Sprains,  
Turf Toe) 

Skin and Nails 
(Blister/Ingrown) 

Other 
 

Children’s 
Foot 
care/Injury 

DiabeƟc Foot Care 
(Charcot/Neuropathy/Wound) 

Foot /Ankle Surgery Custom 
OrthoƟcs 

Shockwave 
Therapy 

 

AddiƟonal Comments: _______________________________________________________________________ 

Records/Labs AƩached: ___Yes ___No 

 

We appreciate your referrals! Thank you!  

Richardson Podiatry, David Haddad DPM 

 

 
 
 

 


