PROCEDURE
SCHEDULING
FORM

Patient Name: Date of Birth: / /
Mobile Phone: Home Phone: Work Phone:
Primary Insurance: Secondary: Tertiary:

REFERRING PROVIDER :

Social Security #: - -

Appointment Requested

(d Pulmonary Consultation
(1 Pre-Op Surgery Clearance

Diagnosis

Please fax patient records to:
520-229-9107, attn: Medical Records

Please send referral if needed.

Sleep Study (PSG)
SLEEP LAB

(1 Sleep Consultation
with Sleep Study
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Diagnosis

Please send referral if needed.

Pulmonary Function Testing (PFT)

(1 Pulmonary Function Test

Diagnosis

Please send referral if needed.
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Fax Completed form to: - s
520-229-9107
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Clinic Appointments Echocardiography (ECHO)
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(d Echocardiogram

Diagno SiS (please choose):
O Abnormal EKG
O Angina
O Chest Pain
O Coronary Artery Disease (CAD)
O Congestive Heart Failure (CHF)
O Heart Murmur
O Hypertension
O Pulmonary Hypertension

Please send referral if needed.

Vascular Lab

Procedure(s) Requested (iease choose): o,
(A Carotid Duplex 10

(A Renal Artery Duplex

[ Abdominal AORTA-IVC-Iliac
Vasculature Duplex

1 Upper Extremity Arterial Duplex

A WBI Pressures & Waveforms
of Upper Extremity

1 Lower Extremity Arterial Duplex
A ABI & or TP Pressures & Waveforms
of Lower Extremity

‘A Pre & Post Exercise with ABI/TP &
Waveforms of Lower Extremity

(A Upper Extremity Venous Duplex
[ Lower Extremity Venous Duplex

Diagnosis

Please send referral if needed.
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