
 
Please provide the following information to help us communicate our findings to your other doctors. 

 

Referring Physician: 

 

Name  ________________________________________________________________________  

Address  ______________________________________________________________________  

City    State   Zip  _____________  

Phone  ______________________________   Fax  _______________________________  

 

 

Primary Care Physician (if other than referring physician): 

 

Name  ________________________________________________________________________  

Address  ______________________________________________________________________  

City    State   Zip  _____________  

Phone  ______________________________   Fax  _______________________________  

 

 

Other than primary care or referring physician: 

 

Name  ________________________________________________________________________  

Address  ______________________________________________________________________  

City    State   Zip  _____________  

Phone  ______________________________   Fax  _______________________________  

 

Collin County Pulmonary Associates
6100 Windcom Court, Suite 102, Plano, Tx  75093
Phone:  (972)  964-0170       Fax: (972)  596-8928
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