
PATIENT INFORMATION
Last Name First Name

Date of Birth Age Phone

Sex at Birth Gender Identity Email Address Preferred Method of Contact
 Call      Text     Email

Race
 American Indian or Alaska Native    Asian    Black or African American    Native Hawaiian or Other Pacifi c Islander   White

Hispanic or Latino?  Yes  No
A person of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin, regardless of race.

CURRENT ADDRESS

Street

City State Zip

ADDITIONAL COMMENTS

PrEP Referral

Patient is a candidate for Pre-Exposure Prophylaxis (PrEP)
and needs further screening and enrollment.

REFERRING ORGANIZATION
Organization Name Referral Date

Provider Name Provider Phone

If you have PrEP questions, call 
678.442.6897 and ask to speak 

with the PrEP Coordinator.

HIV PREVENTION PROGRAM
455 Grayson Hwy, Suite 500
Lawrenceville, GA 30046
Phone 678.442.6871
Fax 866.800.6530
prevention@gnrhealth.com
www.gnrhealth.com

GNR M&M
Center ID
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