
Patient Name:

Patient DOB:

Patient Phone:

Reason for Referral / Indication for Test:

Surgical Clearance      Date of Surgery

SPECIAL CONSIDERATIONS:

Insurance:  Medicare / HMO / PPO

Referring Physician:

Do you need STAT results?   YES / NO

Phone to:       FAX to:

INPATIENT - please call with the Hospital and room number.

 
 

 
 

 
 

Shaun T. Patel, M.D., F.A.C.C.

Rishi K. Patel, M.D., F.A.C.C.

Jonathan W. Dukes, M.D.

Omid Fatemi, M.D., F.A.C.C.

Brian Martinez, PA-C

Dennis L. Brooks, M.D.

Jeffrey C. Brackett, M.D., F.A.C.C.

Alon A. Steinberg, M.D., F.A.C.C.

PRACTICE LIMITED TO CARDIOLOGY

Requisition for Services
FAX to (805) 643-6285

Call Scheduling
(805) 653-0674
FAX (805) 643-6285

DIAGNOSTIC SERVICES:   Cardiology             Peripheral              Electrophysiology

_____Consultation  _____Consultation  _____Consultation

_____Routine Treadmill _____ABI   _____24/48 HR Holter

_____Stress Echo  _____Carotid Ultrasound _____Event Monitor

_____Myocardial Perfusion _____Venous Doppler  _____Pacemaker Check

	 	 	 	 _____Arterial	Doppler	 	 _____Defibrillator	Check

_____2 D Echo   _____Abdominal Ultrasound _____ECG (EKG)

_____EECP   _____Varicose Veins  _____Follow up

_____Follow up   _____Follow up

APPOINTMENT TIME   AM / PM on

Claudication, Varicose 
Veins, Spider Veins, 
Edema

Abnormal heart rhythms 
(arrhythmias),	A-fib,
A-flutter,	Tachycardia

Study (Nuc Scan)




