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CARILION CLINIC



Pediatric Cardiology Appointment Request Form
Fax Number: 540-857-5217                                          Referral Phone Number: 540-510-6600

Please fax all pertinent medical records including x-ray and MRI reports with request, including records from previous cardiac procedures and/or surgeries.
PATIENT INFORMATION
Patient Name (First, MI, Last): _______________​​_____________________________________

Date of Birth:  _______________  
Date of Injury:  _______________ (if applicable)
Guarantor Name and DOB:  ______________________________________________________________

Relationship to the Patient:  _________________________Parent/Guardian Name if Different from 

Guarantor ____________________________________________
Preferred language: ____________________  Primary language (birth):  _________________________


Address:
________________________________________________________________



________________________________________________________________

Telephone (Home):  _______________   (Cell):  _______________   (Work):  _______________  

Insurance Coverage:  _________________________________
ID#: _______________________ 

Reason for Referral (please circle):

Fainting/Near Fainting

Fainting 

Near Fainting

Syncope

Hyperlipidemia

Hyperlipidemia

Hypercholesterolemia

Hypertension

Murmur

Chest Pain

Heart Failure

Palpitations/Rhythm 

Abnormalities

**Holter Monitor 

**Echocardiology Only

**Fetal Echo

Heart Disease

Acquired; Heart Disease

Acquired Cardiomyopathy

Endocarditis

Kawasaki Disease
Myocarditis

Congenital; Heart Disease


Family History of Heart Disease
Inherited Cardiomyopathy
Marfan Syndrome
Sudden Cardiac Death

Pericarditis



Not Listed/Other: ​​_________________________
Priority of Appointment (please circle one below):  

Urgent    See w/in 2 days    See w/in 7 days    See w/in 14 days    See w/in 30 days    Routine
REFERRING PHYSICIAN OFFICE INFORMATION
Provider Referring the Patient:  ____________________________________________________  

We will contact the office below via fax to notify you of the appointment request outcome.
Office Contact Name: __________________________  Contact Fax Number:  ______________________
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