
Parkview Occupational Health Client Request Form 

Company Name: 

Contact Name: 

Contact Phone: Contact Email: 

If you need to request an appointment complete all information below: 

Patient Name: Date of Birth: 

Desired Clinic: o Fort Wayne Central (Hobson Rd.) o Fort Wayne North (New Vision Dr.)

o Fort Wayne South (Airport Dr.) o Columbia City

o DeKalb o Huntington

o Kendallville o LaGrange

o Wabash o Warsaw

o Bryan, OH

1st Choice Date & Time: 2nd Choice Date & Time: 

An effort will be made to schedule the appointment at your desired date and time. If your selected dates and/or times or unavailable, 
we will schedule the next available date/time closest to your request. 

Please contact me with my 
appointment date and time via: 

You must confirm your appointment time 
once proposed date/time is communicated. 

o Phone ______________ o Email ________________________

Services Needed: 

This is not an authorization. Please send a Parkview custom authorization with employee to their visit. We 

will contact you to confirm appointment date, time, and location. 

If you are missing patient results complete all information below:

Patient Name: Date of Birth: 

Clinic Visited: 
see list of clinics above

Results Needed: 

Send results via: 
o Fax

_______________ 

o Email

__________________________ 
o portal

o follow
protocol

Send completed form to POHC.CustomerService@parkview.com. 

Questions/Need a custom authorization? Call 260-373-9300 or email 

ParkviewOccupationalHealth@parkview.com 
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