
Physician Referral Form for
Transcatheter Aortic Valve Replacement 

(TAVR)
Referral for an evaluation for the best treatment option for symptomatic Aortic Stenosis

Patient Information
Name  _____________________________________________________________________________________  DOB  _______________________________________________________

 Male     Female

Address  __________________________________________________________________________________________________________________________________________________________

City  ___________________________________________________________________________________________________  State  ___________  Zip  ________________________  

Home Phone  ______________________________________________________ Cell Phone  ___________________________________________________

Alternative Contact

Name  _____________________________________________________________________________________  Phone Number  _______________________________________

Insurance  _________________________________________________________________________________________

ID/Group Number  ____________________________________________________________________________

Referring Information
Inpatient referral?     No     Yes

Hospital / room number  _________________________________________________________________________________________________________________________________

Referring MD  __________________________________________________________________________________________________________________________________________________

Phone Number  ___________________________________________________ Fax Number  _________________________________________________

Cardiologist ____________________________________________________________________________________________________________________________________________________

Phone Number  ___________________________________________________ Fax Number  _________________________________________________

PCP ________________________________________________________________________________________ Phone Number  _______________________________________

1 1 3 5  1 1 6 T H  AV E N U E  N E  S U I T E  6 0 0
AT T N :  VA L E R I E  O ’ M A R A ,  PA
B E L L E V U E ,  W A  9 8 0 0 4
P H O N E :  8 5 5 - 8 9 5 - V A L V ( 8 2 5 8 )    F A X :  4 2 5 - 6 3 5 - 6 5 1 3
E M A I L :  v a l v e c l i n i c @ o v e r l a k e h o s p i t a l . o r g


