
{ Catawba 
'Radiology 

lnterventional Radiology 
Referral Form 

Phone: (828) 322-2644 

Fax: (828} 327-2235 

Patient name: MRN: 
----------------- ----------

Date: _______ Home phone: ________ Cell phone: 
DOB: 

---------- -

Please Complete the Section Below and attach an H&P if Available. 

Referring Physician: Office Number: ________ _ 

Diagnosis:------------------------------­

Medication: Metformin □No □Yes Allergy to Intravenous Contrast: □ No □ Yes 

Anticoagulants: □None □Coumadin □Plavix □Lovenox □Other (specify) 

Pain Management 
D SPG/V2 Block □ Piriformis Injection □ Other: ____________ _ 
D Joint Injection □Aspiration R L Joint: SI Facet Ankle Shoulder Hip Knee Wrist Elbow 

Consultation 

D Angiogram 
□ Angioplasty/Stenting
□ Aortic Endograft
D Chemoembolization/Y90 
□ Kyphoplasty/Vertebroplasty
□ Tumor Ablation

Tubes/Drains 

D Biliary 
□ Chest Tube
□ Cholecystostomy
D Abscess 
□ Nephrostomy

Biopsies 

□ Renal
□ Liver
D Lung 
□ Lymph Node: ________ _
D Thyroid 
□ Bone Marrow
□ Bone: ___________ _
0 Other: ___________ _ 

Other 

□ IVC Filter
D IVC Filter Removal 
D Paracentesis 
D Thoracentesis 
□ Fallopian Tube Recanalization 

□ Uterine Artery Embolization
□ DVT Thrombolysis
□ Varicocele Embolization
□ Ovarian Vein Embolization
□ Varicose Vein Ablation
□ Other: ____________ _

□ Gastrostomy Feeding Tube
□ GJ Feeding tube
□ Other: ____________ _

Venous Access 

□ Port-a-Cath

□ Port-a-Cath Evaluation
D Port-a-Cath Removal 
□ Permcath
□ Permcath Evaluation
□ Permcath Removal
□ PICC Line
□ Temporary Dialysis Catheter/Central Line

□ Lumbar Puncture
□ Myelogram: Cervical Thoracic Lumbar
□ HSG
□ Discogram: _______ _
□ Disc Aspiration: _____ _

Please Call {828} 322-2644 Or Fax {828} 327-2235 To Schedule And Send A Copy With The Patient


