
	
Fetal, Pediatric, and Adult Congenital Cardiology 

	
 

REFERRAL 
 

Patient Name: ____________________________________________ DOB: _____________________ 

Parent or best contact person: ________________________________________________________ 

Phone: ____________________________________ 

Address: ___________________________________________________________________________ 

Diagnosis: _____________________________________________ICD10 : ______________________ 

For fetal echo patients, EDD: _______________  

(fetal echocardiograms are preferably scheduled at 18-24 weeks, or 16 weeks for +SSA/SSB Ab) 

Referral Priority:  Routine Urgent  

 
Please choose the desired clinic or diagnostic testing: 
Clinics 

 No clinic preference; Children’s Heart Center team will determine the most appropriate  
       clinic and diagnostic testing based on the referral information provided	
	General Cardiology Clinic (includes testing per cardiologist’s discretion)  
 CORE Clinic (Cardiovascular Optimization and Resilience Clinic – empowering children,  
teens, and families to build lasting cardiovascular health); includes medical management of obesity 

 Dysautonomia/POTS Clinic 
 Fetal Cardiology Clinic (fetal echocardiogram) 
 Preventive Clinic (prediabetes, MASLD, hyperlipidemia; includes Cardiology and Endocrine/GI/Dietician    

         if applicable)  

 Stress test (includes consultation) 
Diagnostic testing – May be ordered without a cardiology consultation; results will be forwarded to 
the referring provider: 

 Ambulatory monitor (14 day Zio unless otherwise requested) 

 Ambulatory blood pressure monitor  
 Echocardiogram  
 EKG 

 
Please fax this referral form with chart notes and demographics to (541) 507-9181. 

Thank you! 

2041 NE Williamson Ct., Bend, OR  97701 
865 SW Veterans Way, Redmond, OR  97756 
 

Phone: (541)639-8333 
Fax:      (541)507-9181 


