
 
 
 
 
 
Fax To:  ___________________________________ 
 
Attention:  _________________________________ 
 
 
Today’s Date _________________ 
 
 
Patient Name:  ________________________________________ 
 
Date of Birth:  ___________________________________ 
 
The patient named above is scheduled for an appointment with Dr. Erhart on 
__________________________.  Please fax all patient records to 407-354-0701. 
 
 
 
Please fill in requested information below: 
 
 
Physician Requesting Consult:  __________________________________________ 
 
Reason for Consult:  ___________________________________________________ 
 
 
________________________________________________ 
Signature of Physician Requesting Consult 
 
 
 
 
 

Children’s Center for Gastroenterology and Nutrition 
7350 Sand Lake Commons Blvd. 

Orlando, FL  32819 
Phone:  407-351-0804 


