
Our Locations: 
□ Main office: 929 Jasonway Ave, Columbus, OH 43214
□ Westerville Office: 241 West Schrock Road, Westerville, OH 43081

o Doctors at this Location: Dr Nijmeh and Dr Schroeder
□ Delaware Office: 1788 Columbus Pike, Delaware, OH 43015

o Doctors at this Location: Dr Kaka and Dr Attia
□ West Office: 1391 Georgesville Road, Columbus, OH 43228

o Doctors at this Location: Dr Roncone
□ Grant Office: 285 E Town Street Ste 260, Columbus, OH 43215

o Doctors at this location: Dr Singri
□ Grove City Office: 6024 Hoover Road Ste F East, Grove City, OH 43123

o Doctors at this location: Dr Roncone
□ Canal Winchester Office: 3568 Gender Road, Canal Winchester, OH 43110

o Doctors at this location: Dr Nijmeh and Dr Schroeder
□ Marion Office: 1221 Delaware Ave, Marion, OH 43304

o Doctors at this location: Dr Kaka and Dr Attia
□ Mount Vernon Office: 1485 Coshocton Road, Mount Vernon, OH 43050

o Doctors at this location: Dr Kaka and Dr Attia
□ Marysville Office: 500 London Ave, Marysville, OH 43040

o Central Scheduling @ 937-578-2019

Ohio Kidney Consultants  
Phone: (614) 538 -2250   
Fax: (614) 255-6867   

New Patient Referral Form                               RNA500@directaddress.net 

Name_____________________________________________________________  Male / Female   

SSN: _________-______-__________ DOB: ______/_______/________ 

Reason for Referral: __________________________________________________________________________ 

Requesting Physician ____________________________________M.D./D.O    NPI#_______________________ 

Office Contact__________________ Phone (______)_______-____________   Fax  (______)_______-____________  

RECORDS MUST BE ATTACHED TO THIS REFERRAL TO SCHEDULE: 
____Demographics sheet 

____2 years of renal labs (including urine samples or 24 hr urines) 

____2-3 Office Notes (including any previous nephrology notes)  

____Any renal/abdominal imaging/testing  

____Copy of Insurance Card 

____Copy of Medication List 

Failure to send required records will delay scheduling your patient  
 

 
 
 

 
 
 
 
 

********WE WILL CONTACT YOUR PATIENT WITH THEIR APPOINTMENT INFORMATION******** 

Appt Date/Time: Physician:Location: 
___________________________________________________________________________________________ 

Check box if OK to schedule alternate doctor/location if preferred doctor/location is unavailable  

Physician Requested: 

□ Naveen Singri, M.D.

□ Robin Shah, M.D.

□ Kevin Schroeder, M.D.

□ Elizabeth Rave, M.D.

□ Tameem Kaka, M.D.

□ Jerry Chellini, D.O.

□ Daniel Roncone, D.O.

□ Ruba Nijmeh, M.D.

□ Ramesh Annadurai, M.D.

□ Christopher Valentine, M.D.

□ Karim Attia, M.D.
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