
  
  

  
⏣   Peripheral   Artery   Disease                              ⏣   Interventional   Oncology     
⏣   Venous   Disease                                               ⏣   Dialysis   Access   Management    

  
  Please   fax   to    (626)   270-4328    :     
completed   form,   H&P,   patient   insurance   card(s)   &   medication   list     

PATIENT   NAME: DOB:   
 

PHONE:                                                                                                                                PCP:      
  

  

  

660   Monterey   Pass   Road   Suite   100   Monterey   Park,   CA   91754    🟄    255   E   Bonita   Ave   Ste   201   Pomona,   CA   91767   
Phone:   (626)   657-8002    /   ( 909)   295-5656   Fax:    (626)   270-4328     

Email   info@artvascular.com   
  

  

PATIENT   REFERRAL   FORM   

PATIENT   INSURANCE   INFORMATION:     
PRIMARY:                                                                                           ID#:                                                            GROUP:   

  
  

REFERRAL   REASON   

CATHETERS :   
⎕    Tunneled   dialysis   catheter   insertion   (Permacath)                           ⎕    Tunneled   dialysis   catheter   exchange/replacement   
⎕    Removal   of   tunneled   dialysis   catheter                                               ⎕    Picc   Line   Insertion     
⎕    Port-a-Cath   Insertion                                                                             ⎕    Port-a-Cath   Removal      
  

DIALYSIS   CIRCUIT:     
⎕    Fistulogram(native)   w/   interventions   (incl.   angioplasty/stent)     ⎕    Fistologram(graft)   w/   interventions   (incl.   angioplasty/stent)     
⎕    Thrombectomy   declot   (native)   w/   intervention                                ⎕    Thrombectomy   declot   (graft)   with   intervention     
⎕    Dialysis   circuit   vascular   embolization   or   occlusion     
  

LOWER   EXTREMITY   ARTERIAL   (PERIPHERAL   ARTERIAL   DISEASE):     
⎕    Diagnostic   lower   extremity   angiogram   with   interventions   (including   atherectomy,   angioplasty,   and/or   stent)     
  

LOWER   EXTREMITY   VENOUS:     
⎕    Varicose   vein   ablation   -   Radiofrequency   or   Laser;   Clarivein     
  

OTHER   ARTERIAL   AND   VENOUS   :   
⎕    Renal   artery   angiogram,   angioplasty,   and   stent   placement           ⎕    Uterine   artery   embolization   for   fibroids     
⎕    Varicocele   embolization     

     
BIOPSY:     
⎕    Liver   Biopsy                    ⎕    Thyroid   Biopsy     
  

OTHER   PROCEDURES:   
⎕    Paracentesis         ⎕    Thoracentesis        ⎕    Musculoskeletal   joint   injection   

CLINICAL   INFORMATION   /   DIAGNOSIS   ( Required ):     

REFERRING   PHYSICIAN   :                                                                                             PHONE:     
  

PHYSICIAN   SIGNATURE:                                                                                              FAX:     
  

Disclaimer:   The   information   contained   in   this   transmission   may   contain   privileged   and   confidential   information,   including   patient   information   protected   by   federal   and   state   privacy   
laws.    It   is   intended   only   for   the   use   of   the   person(s)   named   above.   If   you   are   not   the   intended   recipient,   you   are   hereby   notified   that   any   review,   dissemination,   distribution,   or   

duplication   of   this    communication   is   strictly   prohibited.   If   you   are   not   the   intended   recipient,   please   contact   the   sender   by   reply   email   and   destroy   all   copies   of   the   original   message   


