
 
 

Consultation Request 
 

Dear Dr. ________________________________  
 
Patient Name: _________________________________________ 
 
Address: _____________________________________________ 
 
Home Number: _(_____)_____________________   
 
Work Number: __(_____)_____________________ 
 
Insurance: _________________________________________ 
 
Needs to be seen:  Immediately  2 days  1 week  other  
 
For:   Evaluation   Treatment   2

nd 
opinion  other  

 
Comments:  
 
Please evaluate and treat for______________________________  
 
Please communicate via:   Fax   Mail   Phone  
 

 
A. Joshua Zimm, M.D., F.A.C.S.  

1421 3rd Avenue, 4th floor,  
NY, NY 10028 (Main office) 

Phone: 212-327-4600 
Fax: 212-472-3086 

 

 
A. Joshua Zimm, M.D., F.A.C.S. 

210 E. 64th Street , 3rd floor,  
NY, NY 10065 (Manhattan Eye, 

Ear, and Throat Hospital) 
Phone: 212-327-4600 
Fax: 212-472-3086 

 

 
A. Joshua Zimm, M.D., F.A.C.S. 

Astoria, Queens Location (Dr. 
Zimm works at this office 3 days 

per month) 
Phone: 212-327-4600 
Fax: 212-472-3086 

 
 


