
Toe River Project Access Referral Form 

Attention: Miki Pontorno  

Phone: 828-606-6428 

Fax Referral: 828-348-2782 

Email Referral: mpontorno@carereachnc.org 

Patient First Name: __________________________ 

Patient Last Name: ___________________________ 

Patient Date of Birth: ___/___/___ 

County of Residence:   ____ Avery    ____ Mitchell  ____  Yancey 

Does the patient have health insurance? ____ Yes ____ No ____  Unsure 

Has the patient been notified that Toe River Project Access will be contacting them?   

____ YES ____ NO   If no, please have the patient call 828-606-6428. 

Phone number of patient: ________________________ 

Reason for the referral:  

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

Referred by: ____________________________     Agency: ____________________________ 

Email: _______________________    Phone: __________________ Date: ________________ 
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