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Thank you for referring your patient!

To start the referral process, please fax the following documents to (310) 983-3620;

1) Referral Form, 2) Both sides of insurance card, 3} insurance authorization and 4} 2728 Form, if on dialysis.
If you require additional assistance, please call {310} 825-6836.

Patient Information
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last Namye . | First Name: M SSH: Gender: M/ F
DOB: ___ / / Address: i e Gty State:  Zip:
Race / Fthniciny: i E-mail: ]
Home #: { ] o VMY SN | Work#: () - WMLY SN | Cell / Other #: { ] -
Emergency Contact #: { } - Mame: : Relationship:
Mother's Maiden Name: o ) __ Marital Status:
Citizenship Status: - » Country Of Grigin:

Primary Language: ) - - ”_'- Int._erprctcf?_‘r’ /N Special Meeds? ¥ /N
Physician Information
Referring Physician: Primary Care Physician:
Practics / Group Name; ] Practice / Group Name:
Address: ] Address;
City: State: Zip: City: _ __ State: Zip: s
Phone: { - Fax: { 3 . Phone: { ] - Fax: { 1 - i
E-mail: y B ‘E-mail:
Insurance Information
m’mmu_ﬂemiﬂv:_hhw T EEERE R
Medicare #: ) Medical# _ . Health Plan: ;
HMEG f PPO D &: Insurance Phone #: | j - Group #
Are Patient Insurance Premiums Belng Paid Thru American Kidney Fund? ¥ / N
Insurance Subscriber's Name: — , Relationship To Patient;
Subscriber’s DOB: ) ¥ Subscriber’s SSN: Kaisar &:
Kalser Facility: ; _ Case Manager; _

Patient’s General Clinical and Dialysis Information
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Dialysis: ¥ / N | .Djal',.-':-:'lﬁ Days: MWE S TTE/ PD f Other: —  _ Date OFf First Dialysis: _ /! /
Name OF Dialysis Center:

Address: - __City: State: i

Phone; { P ) - Dialysis Unit Social Worker.

Height " Weight: _bs ke | B Date:: / l

Cause OF Chronic Kidn ey Disease: — - : }

Most Recant Hospitalization Date- A ; /. location:

|UCLAMRE ‘ ___ Liing Donor Y/N___1s Patient Able To Niake Medical Decision? Y 7T
i History Of Pradﬂus_jl’rg_napiar@?;r SN Ye:.,_j_x_ Date [/ / .. Which Organ?

s The Patient Currently Listed At Another TX Center? ¥ / N | Name OF TX Conter:

Has the Patient Been Denied For TX At UCLA Or Other T% Center? ¥ /N | If 5o, Reasﬂn{ﬂ:_

Ambulatory: ¥ / N | Reason: Agsiste_d_Living Facility: ¥ / N
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