
PATIENT INFORMATION (PLEASE PRINT)

Last Name First Name & MI Age Date of Birth M/F

Street Address City State Zip Code

Yes______ No________ / Language: _____________________________

Parent/Guardian(s) Name Home # Work # Cell #

REFERRING PHYSICIAN INFORMATION

Referring Physician Name (PCP and/or Subspecialists)

Practice Contact Office Phone Office Fax

Answer All 4 questions. Please check the reason for referral, provide information, and provide any test results

(1) Referring Issue:

Please check the reason for the referral.

____ SYNCOPE Any episodes associated with exercise Y N
Any other symptoms Y N
Good femoral pulse Y N

____ MURMUR Is the child tachypneic Y N
Is there cyanosis Y N
Any signs of CHF Y N
Any other symptoms Y N

____ PALPITATIONS
Any documented heart rate Y N If yes what? ________________________
Any associated with syncope Y N
Any documented SVT Y N
Associated with exercise Y N

____ CHEST PAIN Any associated with syncope Y N
Any other symptoms Y N If yes what? ________________________

____ ABNORMAL
ECG

____ ABNORMAL
ECHO

____ GENETIC
DISORDER

____ CONCERNING Who? _______________ What?_________________ What age was diagnosis made? _________
FAMILY HISTORY

(2) Physical Exam:
Normal Y N

(3) Family History
Sudden cardiac death? Y N
Cardiomyopathy? Y N
Long QT syndrome? Y N

(4) Prior Tests Performed
ECG _____ ECHO _____ CXR _____ Holter _____
(PLEASE include ALL reports with referral)

For alternate referral sources please see the below options:
*Hypertension* Renal (832) 824-3800
*Hyperlipidemia* Endocrinology (832) 822-3670
*Electrophysiology Study/RFA* Electrophysiology nurses 832-826-5624 or 832-826-5625

Echo: _______________

Appointment Date: _______________ Time: Clinic: _______________ Cardiologist: ________________________

Confirmed w/Parent: Y N Location: __ Main Campus __Clear Lake __ CyFair __ Sugarland __ Woodlands

If there is a concern regarding appointment please contact either our Access Coordinator 832-826-5577 or Dr. Kertesz 832-826-5657

Appointment Request and Clinical Triage Form

Texas Children's Cardiology Clinic

Phone: 832-826-5600 Fax: 832-825-9052

Translator needed? If Yes, what language?

If yes what? ________________________

If yes what? ________________________
How often do palpitations occur? _____________________________________

Date of Request:____________________

Number of syncopal episodes? ________ Dizzy spells? _________

How long do they last? _____________________________________________

Why was the ECG ordered? _________________________________________
What are you concerned with? _______________________________________
Any other symptoms? ______________________________________________
Why was the Echo ordered? _________________________________________
What are you concerned with? _______________________________________
Any other symptoms? _____________________________________________

What genetic disorder does patient have? ______________________________

If No what is abnormal? ________________________________________

If yes who? ___________ What age? ________
If yes who? ___________ What age? ________
If yes who? ___________ What age? ________


