
	  

Tri-‐Cities	  Vein	  and	  Vascular	  Institute	  

ESTEBAN	  AMBRAD–CHALELA,	  M.D.	  
761	  Williams	  Blvd	  

Richland,	  WA	  	  99354	  
509-‐946-‐9707	  office	  	  	  	  509-‐946-‐8145	  fax	  

	  

NEW	  PATIENT	  REFERRAL	  FORM	  
(Please	  fax	  form	  to	  office)	  

	  

Date:________________________________	  
	  
Requesting	  Doctor:___________________________________________________________	  
	  
Requesting	  Doctors	  Office	  Number:	  _______________	  Fax	  Number:	  	  	  ______________	  
	  
Requesting	  Doctors	  Address:__________________________________________________	  
	  
Requesting	  Doctors	  Signature:_________________________________________________	  
	  
	  
Patient	  Name:_______________________________________________________________	  
	  
Home	  Address:______________________________________________________________	  
	  
City:_______________________	  	  State:______________	  	  	  	  Zip	  Code:________________	  
	  
Home	  Phone:___________________	  	  	  	  	  	  Other	  Phone:	  __________________________	  
	  
Date	  of	  Birth:____________	  Social	  Security:_______________	  Insurance:	  ____________	  
	  
Reason	  for	  Visit	  (Diagnosis):___________________________________________________	  
	  
Reason	  for	  Request	  (please	  check	  one)	  :	  opinion______	  	  	  	  	  referral	  /	  treatment_______	  	  	  
	  
	  
Other	  reasons/comments:	  
	  
	  
	  

A	  WRITTEN	  REPORT	  WILL	  BE	  SENT	  ON	  ALL	  REFERRALS	  


