
REFERRAL APPOINTMENT REQUEST 
276-365-8071 (Voice)     276-221-1529 (FAX)

• Please be aware that Cutting Edge Dermatology cannot participate in any Kentucky 
Medicaid (WellCare) or Tennessee Medicaid (TennCare) this includes DUAL eligible 
patients who choose to use any WellCare product or TennCare product.

• Please Fax a completed form, Referral ORDER from physician, 
records pertaining to referral, last labs, Insurance Information. 
a copy of the insurance card front and back, medication list, 
and demographics to 276-221-1529.   PHARMACY MUST BE 
LISTED.       Date Referral Sent: ___/___/20___

• Patient Name: __________________________________ Date of Birth: ___________ 

• Patient’s Pharmacy: _____________________,  City:____________State:___________

• Requesting Physician/ Provider: ______________________  Return Fax Number/Attn:

• Reason for Appointment: ____-_____-_____ / _________ 

o Skin Cancer_____ Acne ____ Eczema ____ 

o One Skin Lesion  (Location)_______________________________

o Hair Loss _______ (be sure to include labs for hair loss)

o Other: _________________________________________________________

• Once Patient has been scheduled, we will fax appointment information back to you

• FOR CED USE: Appointment with Cutting Edge Dermatology Date: _____/_____/20____ 

Appointment Made by: ________________ Time: _____:______ 

143 Woodland Drive SW, Wise VA 24293 




