
WARNING:  This message is intended only for the person(s) listed above.  The attached information is confidential and considered privileged by law.  If you are not 
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THE CARDIOVASCULAR SPECIALISTS, L.L.C. 
90 Ter Heun Drive, Suite 300 

Falmouth, MA 02540 

Telephone (508) 540-0604       Fax (508) 495-7086 

 
CONFIDENTIAL HEALTH INFORMATION FAX 

This transmission may contain personal health information that you are required by law to maintain in a secure and confidential manner.  Re-disclosure is 

prohibited.  Failure to maintain confidentiality or re-disclosure without authorization could result in penalties as described in State and Federal law. 
 

 

CARDIOLOGY REQUISITION: 
 

PLEASE COMPLETE EACH FIELD & ATTACH APPROPRIATE RECORDS BEFORE SENDING: 

 

Today’s Date: ____________________________ 

Patient Name: _____________________________________________________________ DOB: ___________________ 

Mailing Address: ___________________________________________________________________________________ 

Home Tel. #: _____________________________________ Work Tel. #: _______________________ Ext. #: _________ 

Insurance: _______________________________________ Referral #: _________________________ # Visits: _______ 

Insurance ID #: ____________________________________________________________________ (or fax copy of card) 

Referring Physician: __________________________________ Fax #: _________________________________________ 

** Referring Physician Signature (required): ______________________________________________________________ 

WE REQUIRE COPIES OF PATIENT’S RECORDS, EXAMPLE: EKG, ETT, LABS, ETC. OR A LETTER FROM PCP 

GIVING SYNOPSIS OF PATIENT HISTORY AND DIAGNOSIS. 

 

TYPE OF VISIT     DIAGNOSIS 

 

 CONSULT (Cardiology) _________________________________________________________________ 

 * REGULAR STRESS TEST CP DOE CAD CHF Arrhythmia __________________________ 

 NUCLEAR STRESS TEST CP DOE CAD CHF Arrhythmia __________________________ 

o For Nuclear Stress Test Weight Required: __________ 

 PERSANTINE ETT  CP DOE CAD CHF Arrhythmia __________________________ 

 ECHOCARDIOGRAM DOE CHF Murmur   Arrhythmia __________________________ 

 * HOLTER MONITOR Palps Tachy/Brady Syncope       AF       VPB’s          PAC’s 

 * EVENT MONITOR  Palps Tachy/Brady Syncope       AF       VPB’s          PAC’s 

 

* Does not require referral from PCP.  ** Required in order to satisfy the compliance directives. 

 

 

 

 
 

Referring Office: FYI- we have scheduled this appointment with your patient. 

Appt Date: _________________________ Time: _______________ AM PM 

For: ____________________________________________________________________ 

Appointment Made By: _______________________________ New Pt Packet Mailed? YES NO 


