
 

Foot & Ankle 
o  John Prather, M.D. 
 
General Orthopaedics/Fractures 
o Chet Deshpande, M.D. 
o Robert Hoffman, M.D.  (Peds) 
o James Holtzclaw, M.D. (Peds) 
o Mark Jenkins, D.O. (Peds) 
o Ronald Levit, M.D. 
o Greer Noonburg, M.D. (Peds) 
o Mims G.Ochsner III, M.D.(Peds) 
o John Prather, M.D. (Peds) 
o Ted Samaddar, M.D. 
o Spencer Wheeler, M.D. (Peds) 
 
Elbow & Shoulder 
o Robert Hoffman, M.D. 
o Ronald Levit, M.D. 
o Greer Noonburg, M.D. 
o Mims G.Ochsner III, M.D. 
o Ted Samaddar, M.D. 
o Spencer Wheeler, M.D. 

 
Hand & Wrist 
o Ronald Levit, M.D. 
o Ted Samaddar, M.D. 
 
Neck & Spine 
o Gregory Spellman, M.D. 
o Dmitri Sofianos, M.D. 
 
Pain Management 
o Gregory Spellman, M.D. 
 
Pediatric 
o Evan Siegall, M.D. 
 
Sports Medicine 
o Robert Hoffman, M.D. 
o Greer Noonburg, M.D. 
o Mims G. Ochsner III, M.D. 
o John Prather, M.D. 
o Spencer Wheeler, M.D. 
 
Total Joint 
o Chet Deshpande, M.D. 
o Robert Hoffman, M.D. 
o James Holtzclaw, M.D.  
o Mark Jenkins, D.O. 
o Ronald Levit, M.D. 
o Greer Noonburg, M.D. 
o Mims G. Ochsner III, M.D. 
o John Prather, M.D. 
o Spencer Wheeler, M.D. 
 
o NO PREFERENCE 
 

Thank you for entrusting us to your patient’s care.  
Please fax this form to 833-598-2056 

REQUESTING PHYSICIAN INFORMATION 

Requesting Physician:             

Office Contact:            

Practice:            

Return Phone Number:            

Return Fax Number:           

PATIENT INFORMATION 

Patient Name:              

o Male  o Female     DOB:      SS #:   - -   

Parent/Guardian:           

Street Address:            

City:          State:       Zip:    

Home Phone #:       Cell Phone #:                        

Work Phone #:       Email: _____________________________________ 

Insurance:             

Policy #          Referral #:      

Please attach Insurance Authorization to referral, must include start date, end date, & number of visits. 

Is patient insurance subscriber? oY  oN  If no, who is       

Has patient been seen by another Ortho M.D.? o Y o N Ortho M.D. Name:     

Has patient had surgery for this orthopaedic problem?  o Y o N  Was problem caused by MVA?  oY o N         

Has patient been seen by or discharged from Pain Management?  o Y o N Pain Management M.D.  

Name:        

Has patient been seen at ER for problem?  oY  oN  Date:       

Ortho Dx:             

 PREFERRED LOCATION   

o Savannah   o Richmond Hill  o Rincon   o  Pooler    ☐ Evans Orthopaedic Clinic 

TYPE: 

o 1st Available Appointment 

o  Urgent 

o  Take Over Care 

o  Consult 
                                              

 

Please remind your patient to 
bring X-Ray/MRI Films, 
Insurance Cards, Co-Pay, List of 
Medications, and Photo ID.  Our 
office requires 24 hour notice of 
cancellation or rescheduling of 
appointments. 

 

Appointment Date:      

Time:     MD     

Location       


