Andrew S. Narva, MD, FACP ( Zuni PHS Hospital PO BOX 467 Zuni, NM, 87327

ACCESS PLACEMENT EVALUATION REFERRAL FORM

Date: ____________________________________









To Surgeon:    ______________________________

From Nephrologist: Andrew S.Narva, MD, FACP
Surgeon Fax #:______________________________


Nephrologist Fax #: (505) 248-7698
Surgeon Phone #:____________________________


Nephrologist Phone #: (505) 248-4018
TO BE COMPLETED BY NEPHROLOGIST (attach med list / labs if applicable)

Our patient ______________________________________is being referred to you for access placement.  The desired access for this patient is:


    
( fistula
   
( graft
     
( central cath
 
( other:____________________


Site preference (indicate side, anatomical location and vessel):



( Right
(Left

( upper arm


( radial-cephalic



( IJ vein

( lower arm


( brachial-cephalic


( SC vein

( thigh



( transposed brachial-cephalic

( Femoral

( chest



( ulnar basilic





( other:__________________
( other:_____________________

(  other ____________________

Diagnostic evals pre-referral:  ( none           ( yes:  date/result:____________________________________________(attach)

The anticipated dialysis start date is:___________________

Most recent serum creatinine: ______________________mg/dl
 
Date:_______________

Most recent creatinine clearance: ___________________ ml/min

Date:_______________

In the event you are unable to place the preferred access, please call me at _________________________ prior to placing any other access.

Comments:

TO BE COMPLETED BY SURGEON 

Date of Access Placement:____________________________

Diagnostic evals pre-access:  ( none     ( yes:  date/result:________________________________________________(attach)

Access placed:

    ( fistula
   ( graft
     
( central cath
 
( other:____________________



Site( indicate side, anatomical location and vessel):



( Right
(Left

( upper arm


( radial-cephalic



( IJ vein

( lower arm


( brachial-cephalic


( SC vein

( thigh



( transposed brachial-cephalic

( Femoral

( chest



( ulnar basilic





( other:__________________
( other:_____________________
(  other ____________________

Surgical comments/concerns:
Special instructions to patient or dialysis facility:

Patient to schedule appt. with surgeon /  nephrologist in ________________  days /  weeks 





(circle one)


                       (circle one)

Appointment has been scheduled on:_____________________________ with Dr._____________________________.

( SURGEON: FAX THIS FORM, DIAGRAM OF ACCESS WITH FLOW DIRECTION AND RESULTS OF ANY PROCEDURES TO STEPHANIE MAHOOTY, RN, ZUNI PHS PHN RENAL CASE MANAGER (505) 782-7405.

( NEPHROLOGIST: FAX THIS FORM, FLOW DIAGRAM AND RESULTS OF PROCEDURES TO DIALYSIS FACILITY.
