
REFERRAL FORM FOR URMC ACHD PROGRAM 
ACHD at URMC, 601 Elmwood Ave, Room 1.0349, Box 631 

Rochester NY 14642, Phone: (585) 274-0732 
 

We look forward to scheduling your patient. Please PRINT all information and fax recent test 
results relevant to this consult if completed outside of URMC. 

 
Date of Referral: 
 
Referring MD:  
 
Patient Name: 
   
Date of Birth: 
   
Diagnosis/Reason:  
 
Was the patient or caregiver notified?: 
 
Desired timeframe:  

□ Next available appointment 
□ Urgent 

 
Relevant clinical information:
 ___________________________________ 
__________________________________________________________
__________________________________________________________
__________________________________________________________ 
Please attach: 
Patient demographics 
Most recent clinic note/operative records/Echo/MRI/CT/Holter/CPET 
and other relevant results. 
 
FAX TO: 585-442-0104 
Email to: ACHD@URMC.Rochester.edu 
 


