
MEMPHIS VAVAV SCULAR CENTER
6401 POPLAR STE 505
MEMPHIS, TN 38119

901/683-1890
FAFAF X: 901/334-5760

DATATA E: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ CHARTRTR #: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

CONSULTLTL REQUEST FORM
MEMPHIS VASCULAR CENTERVASCULAR CENTERV

Interventional Radiologists Specializing in Vascular Consultation, Evaluation and Intervention

PHYSICIANS

Jon Roberts, MD
VaVaV n Montgomeryryr ,y,y MDDavid Fang, MD

Dale Hansen, III, MD
Douglas Layman, MD
James Boals, Jr., MDWeWeW s Angel, MD

Michael Beaucaire, MD

Patient Name: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ DOB: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

Diagnosis: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

Reason fofof r Request: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

Prefefef rred Provider: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ [ ] First AvAvA ailababa le

PLEASE EVAVAV LUATATA E THIS PAPAP TATA IENT FOR:
VaVaV scular Intervention VaVaV scular Access

[ ] Claudication/PAPAP D [ ] Fistutut lagram
[ ] IVC Filter Insertion/Removal [ ] Implanted Medication Port
[ ] VaVaV ricose VeVeV ins [ ] LLE [ ] RLE [ ] BLE [ ] TuTuT nneled Dialysis Catheter
[ ] VeVeV nous Disease [ ] Other _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____
[ ] Other_____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

Embolization Pain
[ ] Genicular Arteryryr Embolization [ ] KyKyK phoplasty
[ ] Hemorrhoid Arteryryr Embolization [ ] Nerve Block/k/k Ablation
[ ] Prostate Arteryryr Embolization [ ] Other _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____
[ ] Uterine Fibroid Embolization

Oncology Other
[ ] Chemoembolization/ Y90 [ ] _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____
[ ] Liver Ablation
[ ] Kidney Ablation

PLEASE SEND THE FOLLOWING INFORMATIONINFORMATIONINFORMA WITH THIS REQUEST:
Demograpapa hic Infofof rmation • Insurance Infofof rmation • Lababa s • Medication List • X-ray Reports/CD/Images

Additional Infofof rmation:
_____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____________________________________________

_____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

REFERRING PROVIDER: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ________

OFFICE ADDRESS: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ CITY/ST/ZIP_____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ______

OFFICE PHONE: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ OFFICE FAFAF X: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

OFFICE CONTATAT CT: _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ________ # OF PAPAP GES FAFAF XED _____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____ ____

THTHT AHAH NKNKN YOYOY U FOFOF RORO YOYOY URURU RERER QUEUEU SESE T



MEMPHIS VASCULAR CENTER Phone: 901-683-1890
6401 Poplar Ave Fax: 901-334-5760
Suite 505
Memphis, TN 38119

How to Refer to the
Memphis VascularVascularV Center

Interventional Radiologists Specializing in Vascular Consultation, Evaluation and Intervention

● Call … 683-1890. Our staff is available to assist with your diagnostic scheduling needs.

● What information is needed?
Patient Name Referring Physician
Date of Birth Procedure Requested
Social Security Number Current Lab
Phone Number Allergies

● What happens next?
1. We will contact the patient to obtain demographic and insurance information.
2. Procedure will be reviewed with patient and consultation arranged, if necessary.
3. Procedure will be scheduled at appropriate, patient convenient site.
4. Patient will be notified of appointment time and procedure instructions.
5. Follow up care provided post procedure.

Memphis Vascular Center offers diagnostic and therapeutic care for your inpatient and
outpatient needs.

We are committed to be of service to the medical community offering scheduling ease to
our colleagues.


