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CARILION CLINIC



Pediatric Genetics Appointment Request Form 
Fax Number: 540-857-5217                                          Referral Phone Number: 540-510-6600
Please fax all pertinent medical records including family history and imaging reports with request.
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):

Cardiac                                                                Dermatology                                Ear/ENT/Mouth
Arrhythmia                                                                    Birthmark                                           Cleft palate 
Brugada Syndrome                                                      Café-au-lait spot(s)                             Hearing loss/deafness  
Cardiomyopathy                                                           Neurofibromatosis                              Hemifacial Microsomia 
Long QT Syndrome                                                      Pseudoxanthoma elasticum (PXE)    Microtia
Marfan Syndrome

Thoracic Aortic Aneurysm or Dissection (ages >65)
Endocrinology                                               Genetic                              Maternal Conditions 

Hypoglycemia                                                                Down Syndrome                         affecting the fetus

Hypophasphatasia                                                         Klinefelter Syndrome                  Fetal Alcohol Syndrome

Short stature (height 1% for age or less)                       Turner Syndrome 

Neurology/Neuromuscular                          Ophthalmology                    Orthopaedic
Charcot-Marie-Tooth Disease                                      Oculocutaneous/ocular albinism    Multiple fractures/concern for               
Epilepsy/seizure disorder                                              Retinal Dystrophy                          osteogenesis imperfecta
Hypotonia                                                                                                                            Pectus carinatum
Limb Girdle Muscular                                                     Vascular                                 Scoliosis
Macrocephaly (HC Z score +2 or more)                         Aneurysm (not originating in abdomen)
Microcephaly (HC Z score +2 or more)                          Dissection (not originating in abdomen)
Rhabdomyolysis

Reason 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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