
Putting on AIRS  
 
 

PHYSICIAN REFERRAL FORM 
 
 
Patient Name:             
 
Parent/Guardian Name:           
 
Address (Street/City/Zip):          
 
Phone Number:       DOB:     
 
 
 
Diagnosis of Asthma in past 12 months  Diagnosis of Asthma over 1 year ago 
 
Comments on patient’s condition: 
 
 
 
 
 
 
 
 
Medications    Dosage 
         
           
         
 
 
 
Physician Name:           
 
Name of Practice:           
 
Address (Street/City/Zip):           
 
Phone Number:       
 

PLEASE FAX THIS FORM TO: 
Putting on AIRS 
(203) 783-3286 

 
For information or questions regarding this form please contact Putting on AIRS (203) 937-3665. 

Thank you for your participation in this program! 
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