
Request for 
 
Please check one: 

 
_______Consultation by: 
 
_______Transfer of Care to: 

 
Pro Medical 

460 Mylan Park Lane 
Morgantown, WV 26501 

(304)983-7766 
 

 
Date: _______________ 
 
 
____________           ____________          ______            _____________          ___________ 
Patients Last Name   First                 Middle Initial             Social Security                        Date of Birth 

 

 

_____________________________________________                                  _____________________                       ____________________ 

Address                     Date of Injury                                      Claim # 

 

 

_____________________________          _______        ___________               ______________________________ 

Town                                                              State              Zip                              Telephone 

 

 
Reason for Request for Transfer of Care or Consultation (Patient’s Problem and/or Condition) 

 

 

 

Signature                                                                                                    Date 

 
 

 

 

 


