
 

 

MED3000 Physic ia n 

Re fe rra l Form 

 
Physic ia n Name : ________________________________________________________________ 
 

Pra c tic e  Na me : ________________________________________________________________ 
 

Addre ss:  ________________________________________________________________ 
 

City/ Sta te / Zip : ________________________________________________________________ 
 

Co nta c t Pe rso n: ________________________________________________________________ 
 

Pre fe rre d  Pho ne : ________________________________________________________________ 
 

Ema il Addre ss: ________________________________________________________________ 

 
----------------------------------------------------------------------------------------------------------------------------------- 

 

Whe n do  yo u want to  be  c o ntac te d?  

  

_____48 Ho urs  _____1 We e k  _____1 Mo nth 

   

Be st Co ntac t Me tho d?  
 

_____Ma il  _____Email  _____Pho ne  
 

Re fe rring  Ma rke t CEO o r ED: ___________________________________________________ 
 

Co nta c t Pho ne :   ___________________________________________________ 
 

What MED3000 Pro duc ts a re  yo u inte re ste d  in?  
 

_____Pa ye r Enro llme nt  _____Re ve nue  Cyc le  Ma na g e me nt 
 

_____EMR    _____Prac tic e  Manag e me nt Co nsulting  Se rvic e s 
 

_____In-Ho use  Prac tic e  Manag e me nt Syste m (Inte Gre a t PM) 

 

MED3000 Physic ia n Re fe rra l Form should be  fa xe d to : 

Kindre d He a lthc a re , Inc . 

Attn:  Ka ty Ca rte r 

(502) 596- 4084  

 


