Office use anly:
Account

ADVANCED
VASEULAR THERAPY

2480 Liberty Street NE, Ste. 110
Salem, OR 97301
503.371.1756 (P)
503.584.7971 (F)

REFERRAL TO ADVANCED VASCULAR THERAPY

DATE:

REFERRAL FROM:

PHONE: FAX:

PATIENT NAME:

DOB:

DX:

SELECT ONE ONLY - STUDYONLY: __ EVALUATION AND TREATMENT: ____
AUTH REQUESTED: YES NO PENDING

**THE FOLLOWING MUST BE INCLUDED TO PROCESS REFERRAL**:

0 DEMOGRAPHICS © CHART NOTES o IMAGING REPORTS/LAB RESULTS

PROVIDER SIGNATURE: DATE:

PLEASE FAX TO 503.584.7971 ATTN: REFERRALS, ONCE REVIEWED WE WILL CONTACT YOUR PATIENT.

QUESTIONS? PLEASE CALL 503.371.1759 OPTION 1

This facsimile fransmission (and/or documents accompanying it) may coniain confidential information belonging to the
sendler, which is profected by physician-patient priviiege. The information Is intended only for the use of the individual or
entity named above. If you are not the intended recipient, you are hereby nofified that nay disclosure, copying.
distribution or the taking of any action rellance on the contents of this ransmission is strictly prohibited. If you receive this
fransmission In error, please notify us immediaiely {by phone) to arrange for refurmn of the document.
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