@ Hedlth.

PHONE: (513) 584-9999
FAX: (513) 584-4959 LIVER TRANSPLANTATION REFERRAL FORM

TYPE OF REFERRAL: LIVER TRANSPLANT HEPATOBILIARY HEPATOLOGY

PATIENT INFORMATION

LAST NAME FIRST NAME MI

DOB AGE SEX RACE

ADDRESS City STATE Zip

HoME NUMBER WoORK NUMBER SS#

PRIMARY DIAGNOSIS OF LIVER DISEASE

REFERRING PHYSICIAN INFORMATION

NAME FaciLITy

ADDRESS

PHONE Fax

PRIMARY CARE PHYSICIAN INFORMATION

NAME FAcILITY

ADDRESS

PHONE FAx

MEDICAL INFORMATION REQUIRED

CAUSE OF LIVER FAILURE

RECENT
RECENT TOTAL BILIRUBIN CREATININE RECENT INR

IS THE PATIENT ON
HEMODIALYSIS SCHEDULE

DOES THE PATIENT HAVE
ACTIVE SUBSTANCE ABUSE?

DOES THE PATIENT HAVE
CHOLANGIOCARCINOMA? DOES THE PATIENT SMOKE OR HAVE A HISTORY OF SMOKING ?

DOES THE PATIENT HAVE HAS THE PATIENT UNDERGONE
HEPATOCELLULAR CARCINOMA? HCV TREATMENT

IN YOUR OPINION, DOES THE PATIENT HAVE AN IMPAIRMENT THAT
WILL REQUIRE WHEELCHAIR OR OTHER ASSISTANCE?

IF THIS PATIENT WILL REQUIRE A LANGUAGE INTERPRETER, WHAT IS
THE NATIVE LANGUAGE?

HAS THE PATIENT HAD A RECENT LIVER BIOPSY?




INSURANCE INFORMATION

PRIMARY INSURANCE

ID# GROUP #

MEDICARE SUPPLEMENT

INSURANCE PHONE ( )

PRIMARY CARD HOLDER NAME

DOB

EMPLOYER

RELATIONSHIP TO PATIENT

SECONDARY INSURANCE INFORMATION

SECONDARY INSURANCE

ID# GRoOuP #

MEDICARE SUPPLEMENT

PRIMARY CARD HOLDER NAME

DOB

EMPLOYER

RELATIONSHIP TO PATIENT

PLEASE RETURN REFERRAL FORM WITH CoPIES/CD OF:

O

PATIENT’S INSURANCE CARD

RECENT H&P OR LETTER FROM MD WITH CLINICAL SUMMARY

RECENT LAB DATA AND CLINIC NOTES

RECENT HOSPITALIZATION RECORDS

LIVER BIOPSY, RADIOLOGY, EGD, COLONOSCOPY REPORTS

MosT RECENT CD OF IMAGING STUDIES (CT, MRI, US, ERCP)




