
CHF CLINIC REFERRAL FORM 

 

 
 
 
Today»s Date:  

Patient Name: 
DOB or SSN: 
Patients Phone Number: 
Referring Physician Name: 
 
 
Special Requests or Comments 
 

 
Primary Care Physicians, please specify your preference  
for clinic follow up: 
 CHF Cardiologist consult only (specify if preferred cardiologist: 

   ☆ Full Clinic referral, (CHF Cardiologist consult, education and nurse 
practitioner/nurse directed disease management. 

   ☆ If not specified, Full Clinic Referral will be assumed. 

 
 
Please complete, and fax form to: 317-338-9149.  
For questions or special requests, please contact the CHF Clinic 
 at 317-338-6168 or 800-732-1482 or msteinke@thecaregroup.com  
 
Thank you for allowing us to assist you in the care of your patient.  


