
Consultation Request

From: 
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________

To: Thomas A. Grugle, MD
275 W Campbell Rd Ste 121
Richardson, TX 75080
Phone 972-671-3100
Fax 972-671-3102
tgrugle@mac.com

Patient Name ___________________________

Age __________  Gender   Male   Female

Reason for Consultation: 

______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________

NPI: (required)


