[image: ]608-924-5655 phone
608-305-8954 fax
4652 S. Biltmore Lane
Madison, WI 53718-2104

CONSULTATION REQUEST	Date: _______________________
To:
☐ Dr. Mike Frangiskakis – Adult Cardiology
☐ Dr. Susan Frangiskakis – Pediatrics/Obesity Medicine

From:
Referring Physician: ______________________________________________________
Practice Name: __________________________________________________________
Phone Number: _________________________________________________________
After Hours/Holiday Number (for urgent results): ______________________________
Fax Number: ____________________________________________________________

Patient Information:
Name: _________________________________________________________________
DOB: __________________________________________________________________
Phone Number: _________________________________________________________
E-mail Address: __________________________________________________________

Services Requested
(Please check all that apply and provide details below)
☐ Consultation/Evaluation
☐ Diagnostic Testing (specify): _____________________________
☐ Other (specify): _______________________________________

Reason for Referral / Clinical Question:



Pertinent Medical History / Notes:



Urgency of Referral
(Please select one)
☐ Routine (within 2-4 weeks)
☐ Soon (within 1 week)
☐ Urgent (within 48-72 hours)
Attachments:
☐ Recent Office Notes
☐ Lab Results
☐ Imaging Reports
☐ Medication List
☐ Other: ________________________________________________

Referring Physician Signature: ____________________________
Date: _______________________

Confidentiality Notice:
This fax and any attachments may contain confidential health information. If you are not the intended recipient, please notify the sender immediately and destroy all copies.
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