
Vascular Surgery 
2200 Philadelphia Dr., Ste 400 

Dayton, OH 45406 
Phone 937.276.2642   Fax 937.262.7060 

 
Consultation Request 

 
Date:  ________________  
Patient Name:  ____________________________   DOB:  __________________ 
E-mail address:  _____________________________________________________ 
Mailing address:  ____________________________________________________ 
City/Zip:  _________________________ Phone:  _____________________ 
Primary Insurance:  __________________________________________________ 
ID#:  __________________________________ 
Cardholders name:  __________________________________________________ 
Secondary Insurance:  ________________________________________________ 
ID#:  __________________________________ 
Cardholders name:  __________________________________________________ 
Referring Physician:  _________________________________________________ 
UPIN#:  ________________________________ 
Office Phone#:  ____________________ Fax #:  _______________________ 
Reason for consult:  __________________________________________________ 
Office contact name:  _________________________________________________ 
Patient Tests Completed: 
 _____ Ultrasound  _____ CT Scan  _____ Labs 
 _____ Mammogram  _____ Doppler   
 _____ Arterial/Venous Studies 
 _____ Other __________________________________________________ 

Please fax all reports to 937.262.7060 
*We will send a confirmation letter, registration form, history form and 

appointment date/time to patient. 
------------------------------------------------------------------------------------------------------------------- 
DO NOT WRITE BELOW THIS LINE-WE WILL COMPLETE AND FAX BACK TO YOU 
 
Appointment Date:  ____________   Time:  _______________ 

Thank you for your consult!! 


