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	REQUEST FOR

CONSULTATION AND REPORT
	

	DATE ORDERED:       /       /      
(YYYY / MM / DD)
	

	TO:
	      /      
CONSULTING HEALTH PROFESSIONAL   /   DEPARTMENT
	FROM:
	      /      
REFERRING HEALTH PROFESSIONAL  / DEPARTMENT

	DATE/TIME NOTIFIED:
	     
	NOTIFIED BY:
	     

	REQUEST FOR:  FORMCHECKBOX 
 CONSULT ONLY    FORMCHECKBOX 
 CONSULT WITH ORDERS  FORMCHECKBOX 
 CONSULT AND FOLLOW  FORMCHECKBOX 
 CONSULT AND TRANSFER TO YOUR CARE

	PRIORITY:
	    FORMCHECKBOX 
 WITHIN 24 HOURS   FORMCHECKBOX 
 THIS ADMISSION           FORMCHECKBOX 
 WITHIN       WEEKS      FORMCHECKBOX 
 ELECTIVE

	DIAGNOSIS/ PRESENT CONDITION:  FORMDROPDOWN 
      

	REASON FOR CONSULTATION:   FORMDROPDOWN 
      

	CONSULTANT’S REPORT: 
	DATE:       /       /         TIME:      

	Current Situation:      
Social Background:      
Response to Illness:      
Advance Care Planning:      
Transportation:       
Transplant Screening/Status:      
Issues:         

Plan/Recommendation (s):      


	 FORMCHECKBOX 
 CONSULTATION DICTATED
	     

	
	PRINT NAME OF CONSULTING HEALTH PROFESSIONAL

	
	

	 FORMCHECKBOX 
 CONSULTATATION CONTINUED
	

	
	SIGNATURE OF CONSULTING HEALTH PROFESSIONAL

	
	PAGE NO.        OF       
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	REQUEST FOR

CONSULTATION AND REPORT
	

	CONTINUATION
	

	     

	
	     

	
	PRINT NAME OF CONSULTING HEALTH PROFESSIONAL

	
	

	
	

	
	SIGNATURE OF CONSULTING HEALTH PROFESSIONAL

	
	PAGE NO.        OF       


