
  

                       

   

    

     

  

  

  

   

 

  
  
  
  
  
  
  

 

VCU Medical Center 
1200 E. Marshall Street 
Richmond, Virginia 23219 

Please fax this request form, most recent clinical notes and labs to 
804-628-0073. Call 804-828-4104 to speak with a coordinator. 

Liver Evaluation Referral Request 

Date ____________________________ 

Type of referral (please check): 

Liver transplant Hepatology Hepatocellular carcinoma Chronic pancreatitis 

Other_________________________________________________________________________________________________ 

Patient name ________________________________________________________ Date of birth _____________________ 

Patient phone _____________________________ Patient email ________________________________________________ 

Patient diagonsis _________________________________________________________________________________________ 

Patient insurance plan ____________________________________________________________________________________ 

Referring provider(s) ______________________________________________________________________________________ 

Offce phone ______________________________________ Offce fax _________________________________________ 

Appointment priority:

  Urgent — Please call if the patient needs to be seen in less than one week
  Within 4 weeks       Within 3 months 

To better serve the patient, please fax this form and the following information (if available) 
for a pre-transplant evaluation: 

Patient’s contact and demographic information sheet 
Copy of insurance and prescription drug cards (front and back) 
Notes from the last three offce visits and consultation notes 
Laboratory reports from the last month and special lab or biopsy reports (if available) 
Any imaging reports (chest x-ray, CT scan, MRI) 
Cardiac test reports (ECHO cardiogram, heart catheterization, etc.) 
Health maintenance records (vaccination, colonoscopy etc.) 

IMPORTANT: This facsimile transmission contains confdential information, some or all of which may be protected health information as defned by the federal Health 
Insurance Portability & Accountability Act (HIPAA) Privacy Rule. This transmission is intended for the exclusive use of the individual or entity to whom it is addressed 
and may contain information that is proprietary, privileged, confdential and/or exempt from disclosure under applicable law. If you are not the intended recipient (or 
an employee responsible for delivering this transmission to the intended recipient), you are hereby notifed that any disclosure, dissemination, distribution, or copying 
of this information is strictly prohibited and may be subject to legal restriction or sanction. If you have received this transmission in error, please notify the sender by 
telephone (number listed above) to arrange for the return or destruction of the information. Thank you for your cooperation. 
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