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Heart Failure Clinic 
1215 7th ST SE 

Suite G200 
  Decatur, AL 35601 

 256.973.6995 

Name: __________________________________________________________________________ 

Address: ________________________________________________________________________ 

Home Phone: ____________________________     Cell Phone: _____________________________ 

Date of Birth: ____________________________    Diagnosis: ______________________________ 

Primary Insurance: ________________________   Policy #: ________________________________ 

Secondary Insurance: ______________________   Policy #: ________________________________ 

Referring Physician: _______________________________________________________________ 

Referring Physician Signature: _______________________________________________________ 

Physician Phone #: ________________________   Physician Fax #: __________________________ 

Please fax referrals to 256.973.6997 

For Heart Failure Clinic Use Only: 

Appointment Date: ____________ 

Appointment Time: ____________ 




