[image: C:\Users\SMCUSER\Desktop\shoshone_logo.jpg]
Lymphedema Referral Form
Patient’s Name: _________________________________________ DOB: ________ Phone Number: _______________
Patient’s Diagnosis: ________________________________________________________________________________
□ Refer to Outpatient Clinic for Lymphedema Evaluation
Notes:
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
MEDICAL RECORDS NEEDED FOR ADMITTANCE AND CHART COMPLETION:
• History and Physical
• Medication List
• Insurance Carrier
• Prior Authorization
Physician Signature: ______________________________________________ Date: _____________ Time: ________
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