UCI Health

NEW TRANSPLANT PATIENT REFERRAL A COMPLETE REFERRAL INCLUDES THE FOLLOWING:
{Please check all that apply) History & Physical that states cause of ESRD,
O Kidney Transplant CMS-2728 Form, Medication List, Most Recent Labs

O Kidney/Pancreas Transpiant
O Pancreas Transplant

PLEASE FILL OUT COMPLETELY AND FAX TO 888-972-2110

PATIENT INFORMATION - PLEASE SEND COPY OF PATIENT [DENTICATION (DRIVERS LICENSE OR PASSPORT &
SOCIAL SECURITY CARD

Fatienl Mame: Langeaage Spoken: -
Diate of Birtn: o Sam ] Male o Femze Emergency Contsct Mame

Foial Scu.lrit:.r# B Emergency Contact Fhone

Maiden Namse: Relatorship o Patisnt

Street .*--:I-:Irfas.sf Citizenship Stabus:

City State: Zip: Have you aver besn ssan at UCE Y /N DATE:

Prone [HY: .‘C‘ 3 Ethic Background:

il Marital Status:

INSURANCE INFORMATION - PLEASE SEND COPY OF INSURANCE CARDS (Front and back with legible member [D4)

__!'-.'ri!'r.l_ar'_-,- I.!uu.ram:e Carrier: : Secondary Insurance Carriar:
| Mernber 10 Mamber IO
Guarantor:. B Guarantar:
Insured S5k Irured DOA: Irmured S5 Irsurad OO0

CLINICAL INFORMATION

Cause of Renal Failure: HT: WT: EMI

Dialyzis: DP‘E-C:SI‘:.'SE (W Hermod &ysis DEAFD.-ECFL‘ Past Medica Hsbony

Crigine! Dialysis Stzrt Dats:

Past Gurgical Histony:

w's_ Treatment Days: O MW O TTHS O it :_ Time!Shitt:
Previous Tranzplant: D YES D M I KMult-Listed: EI ¥YES D M History of Mental lliness:
Organ: Cate: Center: | conte
Currently Smoking: | YES | N0 Packs per day? Drug Use O YES O h:%Iy.pl.: Dirinkirg: O YES O MO Freguency
Recent Hospitalizators: o Recert TestingLocation:
Does Patent Have a Pobential Living Doooe? | YES D Rt O UMESURE

Relatiorship To Donos

DIALYSIS CENTER / REFERRING PHYSICIAN

. Z‘Iialfia _C:_aitar B Referring MD
Street Addross: Streat Address - -
ity Slate Zip City E—Idll: _E::-: .
Prone: Prizne:
Sascial Woeker Fax.
*hone: 714 456 2441 or 877 KDY PANC (877,539 7262)



