LVAD Referral Request

FAX: 585-276-2446

Indications for LVAD Evaluation

UClass lllb / IV Heart Failure Symptoms Despite Medical Therapy
ULVEF < 25%

Qintolerance or withdrawal of oral heart failure agents

UHeart Failure symptoms despite resynchronization therapy

From:

Office Contact : Phone :
Patient Name:
DOB: / / Pt's PCP:

Records Faxed:

QPatient Information / Face Sheet QPulmonary Function Tests

QVascular Studies (carotids / ABI’s)
ULabs

QSigned Medical Information Release form (if required)

ULast Office Visit Note
QH&P QCancer Screening

4 Echocardiography Report O Viability Studies

O Heart Catheterization Report [ Previous Surgical Reports
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Dr Massey,

Please follow up with me via:

U Phone: ( ) = QPager ( ) -
O Email: @

Signed
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MEDICINE of THE HIGHEST ORDER
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