
REQUEST FOR REFERRAL

Referring to:

Dr. Robert G. Mahon, Jr. - Greenville  

Audiology Only          

Greenville O�ce
10 Enterprise Blvd Ste 201

Greenville, SC 29615

CALL OR FAX 
REFERRAL TO:

PHONE: 864-234-7815
FAX: 864-234-7846

Today’s Date: 

Patient Name:

Patient Address:

Patient SS#

Parent/Guardian Name (If Applicable):

Home Phone:                                    Work Phone:                                      Cell Phone:

Insurance Company:

Insurance Authorization # (if required)

Dates of Authorization:  From                                  To

Reason for Referral:

Name of Referring Doctor:

Phone:                                                            Fax:

Thank you for your referral to Foothills Ear, Nose and Throat. We 
are pleased to o�er the highest standard in patient-�rst care. 

PLEASE FAX COPIES OF RECORDS 
AND INSURANCE CARDS

(PLEASE PRINT)

(Full Mailing Address: Street, City, State and Zip)

FOR OFFICE USE ONLY: 

www.FoothillsENT.com

Appointment Date & Time:

Physician:

PHONE: 864-234-7815
FAX: 864-234-7846

Fax this form along with 
records and insurance 

cards to:


