
CENTRAL VALLEY INFECTIOUS DISEASE 

Dr. Daniel Boken   Dr. Mina Raju 
5400 W. Hillsdale Ave 

Visalia, Ca. 93291 
Telephone (559) 302-7927 

Fax (559) 741-9938 
 
 

Referral Request Form 
 

 
Date: ____________    ROUTINE  URGENT 
 
 
Requesting Physician __________________________________________ 
Phone# ___________________________Fax#______________________ 
 
 
 
Patients Name _________________________DOB___________________ 
 

SS# _________________ Phone number(s) ________________________ 
 

Address______________________________________________________ 
 

Diagnosis or reason for request: 
________________________________________________________________
________________________________________________________________ 
 
 
Insurance Information: 
 

Carrier ________________________ 
 
Workers Comp: 
 

Address ____________________________________Phone# ______________ 
Adjuster ______________________________Claim# _____________________ 
 
 
**Please fill out referral request form and fax over with copies of patients face sheets, insurance 
cards, recent progress note, and any relevant labs/x-rays. 
**After information is received this form will be faxed back to you with the date and time of the 
appointment and which Doctor the patient will be seeing. 
 
 

YOUR APPOINTMENT IS WITH __________________________  
 

DATE: ____________________________TIME: _____________ 


