UTAH REQUEST FOR VASCULAR ACCESS SERVICES

VASCU LAR Fax: (801) 262-1533 Scheduling: (801) 281-0027
CLINIC 650 EAST 4500 SoutH Suite100, SALT LAKE City, UTAH 84107
PATIENT NAME: DOB:
PATIENT'S PHONE: REFERRING PHYSICIAN:
DIAGNOSIS/SYMPTOMS:
APPOINTMENT DATE/TIME: INSURANCE CARRIER:
OPORT-O-CATH __REGULAR __CTINJECTABLE
OPICC LINE  DURATION OF TREATMENT? __LESS THAN 3 WEEKS __MORE THAN 3 WEEKS
(O TUNNELED CENTRAL VENOUS CATHETER O AcuUTe CENTRAL VENOUS CATHETER
\ __SINGLE LUMEN __DOUBLE LUMEN __TRIPLE LUMEN
ODYSFUNCTIONAL CATHETER/PORT __EVALUATE AND TREAT

OCLINICAL CONSULTATION  SPECIFY:

Is the patient on blood thinners? Date Stopped:
Please note that blood thinners must be stopped several days prior to inferventional procedures
Check if one applies: Coumadin Heparin Plavix Other

PROVIDER SIGNATURE: Date:
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For qQuestions regarding your
appointment feel free to call us
Monday - Friday 8:00am fto

5:00pmat (801)281-0027
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