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APPOINTMENT SCHEDULING FORM 
(please print) 

Req. Doctor: _______________________ Phone: _________________ Fax: _______________ 
 
Date Faxed: ____________ Patient Name: ________________________ D.O.B. ___________ 
 
Home Phone: _______________ Work Phone: _______________ S.S. #: _________________ 
 

*** Please circle Patient’s Insurance Name and Define Product Type Below *** 
 

Medicare     Medicaid     BCBS     Cigna     Health Net     AETNA     Connecticare     United Healthcare     Oxford 
 

Other: ______________________________   Other: ______________________________ 
 

Product Type (i.e. Open Access, Century Preferred, Freedom Plan):____________________________________ 
 

*** Type of prior auth required (circle applicable choices):     NONE    REFERRAL    PRECERT   
 
Referral and/or Precert #: _________________________________  Expir. Date: ___________________ 
 
Procedures needed:   __Consultation or OV / Follow-up                 __Sestamibi Stress Test    
                                                                                                                                                          
                                         __Holter Monitor                                           __Treadmill Stress Test      wt. _____lbs 
                                                                                                                                                              
                                         __Echocardiogram                                        __Stress/ECHO             
                                                                                                                                                          
                                         __EKG                               
 
                           Indication for Study (circle one):     Chest Pain      HTN      SOB      Dyspnea     CAD 
 
                           Time Frame Requested:    __24-48 hrs.     __Within 1 week     Other:_______________ 
 
                                                                                                                            Middletown:        860-975-0193 
              RETURN FAX TO MIDDLESEX CARDIOLOGY ASSOCIATES  Old Saybrook:     860-388-4318 
                                                                                                                            Marlborough:      860-295-9166 
               
APPT. DATE & TIME:_____________________LOCATION:_________________SCHEDULER:______________ 

DATE RETURNED:____________________ADDITIONAL COMMENTS:________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Middletown Professional Park, 520 Saybrook Road, Middletown, CT 06457   860.347.4258   FAX: 860.638.3697 
51 Main Street, Old Saybrook, CT 06475   860.388.3564   FAX: 860.388.4318 

14 Jones Hollow Road, Marlborough, CT 06447,   860.295.9920   FAX: 860.295.9166 


