Confirmation of referral

Insured person

First name Surname
Street, no. Postcode, town/city
Visana insurance no. Date of birth

(O was referred by me

Date of referral
Referral to

Duration of referral
(O was not referred by me
(O I'have been informed about the treatment and agree to the cost coverage

(O is not my patient

Remarks
Place, date Doctor's
stamp/
signatfure

Visana, Weltpoststrasse 19, 3000 Bern 16, phone 031 357 91 11, visana.ch

(Please tick where applicable)
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