Dialysis Access Center
of Southeast Michigan

REFERRAL FORM

Today's Date:

Is this patient a resident of a nursing home? Y N

If yes, please use nursing home address and phone number.

Patient Name: Phone:
Patient Address:
Patient D.O.B: Patient S.S.N: - -
ACCESS TYPE: Date of Creation/Insertion: Dialysis Days: MWF TTS
Times:
Ll Graft OFistula OCatheter CONone
Last Dialysis Treatment:
CIRight U Left o
Next Dialysis Treatment:
[Forearm  [JUpper Arm Hu [ Groin Would the patient mind being scheduled on a dialysis day?
[ Subclavian ] Thigh ] Peritoneal

Y N

DESIRED PROCEDURE:

[IDeclot
[JCatheter Removal

[C]Angiogram/ Angioplasty
[ICatheter Repair

Indication:

[IClotted Access

LI Difficult Cannulation
Olinfiltration

[ISteal Syndrome

[IRecirculation

CTransonic monitoring

[JHigh Venous Pressure
[Iother

[ONo Longer Required

[JVein Mapping
[1O0ther

[ICatheter Insertion [ICatheter Exchange

[INon Maturing Fistula
[ISwollen Extremity
[IClotted Catheter
[(JHigh Arterial Pressure

CIFollow up
OiInfection

CJPoor Function

[JProlonged Bleeding
LJAneurysm
[IBroken Catheter

[JExchange Temporary Catheter for Permanent

CLINICAL INFORMATION

X-Ray Contrast Allergy? Y N
[JReaction
Diabetic? Y N

VRE/MRSA positive? Y N

Coumadin/Other Lytics? Y

Is the patient competent to sign consent? Y N

If"'no", Whom?

N

INSURANCE INFORMATION:

Primary Insurance:

Policy#:

Secondary Insurance:

Policy#:

The patient is:

Phone: CJAmbulatory [ICane CWalker
IWheelchair [IStretcher

Dialysis Center: Phone: Fax:

Scheduled by: Nephrologist: Surgeon:

Referring Physician’s Signature, if available:

Referral Completed by: (Verbal Order — Nurse)

Please fax completed form along with Patient Demographic sheet, Insurance Card(s) & Medication List to:
Dialysis Access Center of Southeast Michigane 2890 Washtenaw Avenuee Ypsilanti, Ml 48197-1507
Phone: 734-528-9433 Fax: 734-528-9455




