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REFERRAL FORM 

 
 
PATIENT NAME:_____________________________________________________________________ 
 
PATIENT DATE OF BIRTH: _________________________________________________________ 
 
PATIENT CONTACT #:_______________________________________________________________ 
 
Referral To:  
 
         Jeffrey Loh, MD 
 

   Roy Esaki, MD            Punchbowl            Queen’s West Oahu 
 
         Kyle Mitsunaga, MD 
 
         Queen’s Pain and Spine Center (unspecified provider) 
 
Referral From: 
 
Referrer Name: _____________________________________________________________ 
 
Referrer Phone #: __________________________________________________________ 
 
Referrer Fax #: _____________________________________________________________ 
 
Referral For: ____________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
Diagnosis: ____________________________________________________ 
 

ADDITIONAL NOTES: 
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