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OCO’s The Centers for Reproductive Health 

Referral Form 
 

Referral Date:______________ 
PATIENT INFORMATION 
Legal Last Name, First Name, Middle Initial: Date of Birth: Social Security #: Sex at Birth: 
      

Preferred Name: Current Gender Identity: Pronouns: 
   

Mailing Address: City, State: Zip Code: 
   

Home Phone #:      Preferred Cell Phone #:      Preferred Primary Language: Interpreter Needed? 
        YES          NO 

REFERRAL SOURCE INFORMATION 

Referring Agency/Practice:        N/A – Self Referral Referral Source Phone #:            N/A – Self Referral 

  

PREFERRED LOCATION 

The Center at Fulton 
522 South 4th St, Suite 500 
Fulton, NY 13069 

The Center at Oswego 
10 George St, Suite 100 
Oswego, NY 13126 

 The Center at SUNY Oswego 
Mary Walker Health Center 
Oswego, NY 13126 
*SUNY Oswego students only 

BENEFITS & RESPONSIBILITY 

  Check here if uninsured or self-pay                  Check here if applying for the Family Planning Benefit Program 

Primary Insurance Secondary Insurance         N/A 

Primary Insurance Name: Policy #: Sec. Insurance Name Policy #: 
    

Subscriber’s Name: Subscriber’s DOB: Subscriber’s Name: Subscriber’s DOB: 
    

Subscriber’s SS#: Subscriber’s Employer: Subscriber’s SS#: Subscriber’s Employer: 

    

Subscriber’s Relationship to Patient: Subscriber’s Relationship to Patient: 

Responsible Party’s Address:    Save as above     Different from above (see below) 
 
 

Reason for Referral:  

 

Fax or Email Completed Referral Form To: 
315-598-4728  I  Health@oco.org 


