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REFERRAL SHEET 

 

PATIENT NAME ___________________________ DOB ___________________ SS# _______________________ 

ADDRESS __________________________________________________________________________________ 

TELELPHONE NUMBER (H) ______________________   (W) _________________________________________ 

DIALYSIS UNIT ________________________________   DIALYSIS SCHEDULE ____________________________ 

ATTENDING NEPHROLOGIST _____________________  REFERRING NEPHROLOGIST ______________________ 

VASCULAR SURGEON ________________________________________________________________________ 

PROBLEM:  _________ CLOTTED            LOCATION _____________________ 

        _________ GRAFT 

        _________ FISTULA 

    _________ FISTULAGRAM WITH POSSIBLE ANGIOPLASTY  LOCATION _____________________ 

        _________ GRAFT 

        _________ FISTULA 

_________ HIGH VENOUS PRESSURE      _________ ABNORMAL ARTERIAL PRESSURE     _________ POOR BFR 

_________ PROLONGED BLEEDING         _________ ABNORMAL TRANSONIC®                  _________ OTHER* 

IF “OTHER” PLEASE SPECIFY ___________________________________________________________________ 

    _________ CATHETER 

_________ POOR FLOW         _________ INFECTED         _________ FRACTURED 

 

ACCESS DATE OF CREATION ___________________________________________________________________ 

ACCESS DATE OF REVISION ____________________________________________________________________ 


