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PATIENT REFERRAL FORM   —   Heart, Vascular & Interventional Radiology Consults
✓ Same-Day & Urgent Referrals Accepted   •   Fax completed form & records to 855-618-2311   •   Or scan the QR code above to request an appointment
1. REFERRING PROVIDER INFORMATION
	REFERRING PROVIDER NAME
	NPI #

	PRACTICE / CLINIC NAME
	PHONE

	OFFICE CONTACT NAME
	FAX

	EMAIL ADDRESS
	DATE OF REFERRAL


Referral Urgency:
	☐  Routine (within 2–3 weeks)
	☐  Urgent (within 48–72 hrs)
	☐  Same-Day


2. PATIENT INFORMATION
	PATIENT FULL NAME
	DATE OF BIRTH

	HOME ADDRESS (STREET, CITY, STATE, ZIP)

	PHONE NUMBER
	EMAIL ADDRESS

	GENDER
	SSN – LAST 4 DIGITS (IF REQUIRED BY INSURER)

	PREFERRED LANGUAGE
	EMERGENCY CONTACT NAME & PHONE


Preferred Contact Method:
	☐  Phone Call
	☐  Email
	☐  Text Message


3. INSURANCE INFORMATION
	PRIMARY INSURANCE PLAN
	POLICY NUMBER

	GROUP NUMBER
	SUBSCRIBER NAME & DOB (IF NOT PATIENT)

	SECONDARY INSURANCE (IF ANY)
	POLICY NUMBER


*Please attach a copy of the front and back of the patient's insurance card.
4. REASON FOR REFERRAL
	DIAGNOSIS / ICD-10 CODE(S)



	REASON FOR REFERRAL / CLINICAL SUMMARY


5. REQUESTED SERVICE LINE
	☐  Cardiology
	☐  Vascular (Arteries)
	☐  Veins

	☐  Interventional Radiology
	☐  Wound Care
	☐  Joint Care

	☐  Men's & Women's Health
	
	☐  Other: ____________


6. SPECIFIC CONSULT / PROCEDURE REQUESTED (IF KNOWN)
	CARDIOLOGY
☐ Cardioversion
☐ Coronary Angiogram / Stenting
☐ Echocardiogram (Echo)
☐ EKG / ECG
☐ Stress Test (Exercise / Nuclear)
☐ Holter, Event Monitor & Telemetry
☐ Health Checkup / Diagnostic Heart Testing
☐ ICD & BVD-ICD Interrogation
☐ Loop Recorder Placement
☐ Mitral Clip & TAVR Evaluation
☐ Pacemaker Placement
☐ Watchman & AF Ablation Evaluation
☐ Other: ____________
	VASCULAR – ARTERIES
☐ Abdominal Aortic Aneurysm
☐ Ankle-Brachial Index (ABI)
☐ Arterial Duplex (Arms/Legs)
☐ Mesenteric Artery US & Stenting
☐ Peripheral Angiogram & Stenting
☐ Peripheral Artery Disease Evaluation
☐ Renal Artery Ultrasound
☐ Subclavian Artery Stenting
☐ Other: ____________
	VASCULAR – VEINS
☐ Central Venous Catheter Placement
☐ Iliac Venogram
☐ IVC Filter Placement & Removal
☐ Lymphedema Treatment
☐ Radiofrequency Ablation
☐ Varicose Vein – Sclerotherapy / Ablation
☐ Venous Duplex ± Reflux
☐ Leg Wound Care
☐ Other: ____________
	INTERVENTIONAL RADIOLOGY
☐ Genicular Artery Embolization (GAE) – Knee
☐ Plantar Fasciitis Embolization (PFE)
☐ Musculoskeletal / Shoulder Embolization
☐ Uterine Fibroid Embolization (UFE)
☐ Prostate Artery Embolization (PAE)
☐ Hemorrhoid Artery Embolization (HAE)
☐ Pelvic Congestion Syndrome (Ovarian Vein Embolization)
☐ Vascular Ultrasound
☐ TAME Hip/Lumbar pain/Wrist/Elbow
☐ PICC Line / Port Placement & Removal
☐ Other: ____________


7. PREFERRED LOCATION
	Select
	Location
	Phone
	Fax

	☐
	Raleigh — Vascular & Cardiology
7901 ACC Blvd #102, Raleigh, NC 27617
	(919) 651-4345
	(855) 618-2311

	☐
	Dunn — Heart & Vascular Center
710 Erwin Road, Dunn, NC 28334
	(910) 304-1212
	(855) 618-2311

	☐
	Oxford — Heart & Vascular Center
1614 Williamsboro Street, Oxford, NC 27565
	(919) 339-4077
	(855) 618-2311

	☐
	Henderson — Wound & Limb Preservation
511 Ruin Creek Road, Suite 106, Henderson, NC 27536
	(252) 572-4223
	(855) 618-2311


8. DOCUMENTS INCLUDED WITH THIS REFERRAL
	☐  History & Physical / Progress Notes
	☐  Relevant Labs
	☐  Relevant Imaging & Study Results

	☐  Current Medication List
	☐  Copy of Insurance Card (Front & Back)
	☐  Other: ____________


Please fax or securely upload recent medical records and study results with this referral so we can prepare for the patient's consultation.

	REFERRING PHYSICIAN SIGNATURE
	DATE



OFFICE USE ONLY
	DATE RECEIVED
	RECEIVED BY
	LOCATION ASSIGNED
	APPOINTMENT DATE



Champion Health System   •   www.championhealthsystem.com   •   Visit our website for accepted insurance plans, provider profiles, and additional resources.
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