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KIDNEY/PANCREAS TRANSPLANT REFERRAL FACE SHEET 
 
TO: OHSU KIDNEY/PANCREAS TRANSPLANT PROGRAM 
FAX: 503‐494‐4492 
 
 
FROM: ________________________________________________________________________ 
 
FAX: __________________________________________________________________________ 
 
Referral is for:  

 Kidney transplant  

 Simultaneous pancreas kidney transplant   

 Pancreas transplant 

PLEASE FAX ALL OF THE FOLLOWING: 

 Statement of referral by nephrologist (chart note, intro letter, etc) 

 Completed referral form (including demographics, insurance, and medical history) 

 Patient’s most recent H&P (must be from the past 12 months) 

 Last 2 sets of labs (CMP & CBC) 

 Medicare 2728 if on dialysis 

 Rounding report or Treatment Log if on dialysis 

And, if available:  

 Recent diagnostics  

 Vaccine history  

 
If we have questions or need additional information, who should we contact? 
 
Name: ________________________________________________________________________ 
 
Phone: ________________________________________________________________________ 
 
 

   

Clinical Transplant Services 
Kidney/Pancreas Transplant Program 

Mail Code: CB569 ● 3181 SW Sam Jackson Park Rd. ● Portland, OR 97239 ‐3098 
Tel:  503/494‐8500 ● Toll free:  800/452‐1369 x 8500 ● Fax: 503/494‐4492 
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KIDNEY/PANCREAS TRANSPLANT REFERRAL FORM 
 
 
Physician Information 

Referring Nephrologist: ______________________________________________ Date: _____/_____/_____ 
 
Address: ________________________________________________________________________________ 
 

Phone: (        ) _____‐________      Fax: (        )  _____‐________    
 
Primary Care Physician: _________________________________________    

 
Phone: (        )  _____‐________   

 
 
Patient Information 

Name (first, middle, last): ________________________________________________________ 
 
Address: _____________________________________________________________________ 
 
Home Phone: (        )  _____‐______  Cell Phone: (        )  _____‐________  Work Phone: (        )  _____‐______ 
 
Date of Birth:  _____/_____/_____                        Social Security Number:   ________‐_____‐_________ 
 

Gender:     Male          Female     Height: __________   cm.   inches             Weight: ________  kg   lbs 
 

English speaker    yes              no, other language: ______________________(   Interpreter required) 
 
Next of Kin: _____________________________________ Relationship: ______________________ 
 
Home Phone: (        )  _____‐_______  Cell Phone: (        )  _____‐________   
 
Insurance Information 

(1)Primary Insurance: _________________________________________  ID#: __________________________ 

Subscriber: _________________________________________________ Group #: _______________________ 
 
(2)Secondary Insurance: _______________________________________  ID#: __________________________ 

Subscriber: _______________________________________________ Group #: _________________________ 
 

Medicare Part D Plan (if Medicare insured):   No    Yes, ____________________________________________ 

ID: _______________ Group: __________________BIN: ______________ Phone#: ______________________ 
 

(Kidney Transplant Referral Form, cont. from page 1) 
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Medical History 
 
Primary Cause of ESRD: ______________________________________________________________________ 
 
ICD‐10 Code: ____________     Date of Diagnosis: _____/_____/_____ 
 
Secondary Cause of ESRD:_____________________________________________________________________ 
 
ICD‐10 Code: ____________     Date of Diagnosis: _____/_____/_____ 
 

Has this patient had a previous transplant?     NO        YES   Organ(s):____________________________ 
 
If yes, when?  _____/_____/_____     Where: _____________________________________________________ 
 

Is this patient on dialysis?    YES    NO          If no, what is 24 hour creatinine clearance? ____________ 
 

If patient is on dialysis what type is it?        Hemo        Peritoneal   
 
Dialysis Unit: __________________________________ Dialysis Schedule:  _____________________________ 
 
Chronic Dialysis Start Date (according to Medicare 2728)? _____/_____/_____         
 
Please explain any “yes” answers to the questions below: 
 

Prior or current Drug Use?   no       yes… explanation: ___________________________________________ 

Compliance Issues?      no       yes… explanation: ___________________________________________ 

Active Infection?     no       yes… explanation: ___________________________________________ 

Increased Operative Risk?   no       yes… explanation: ___________________________________________ 

Current Smoker/Chewer   no       yes… explanation: ___________________________________________ 

History of Heart Disease?   no       yes… explanation: ___________________________________________ 

History of Malignancy?   no       yes… explanation: ___________________________________________ 

History of Stroke?     no       yes… explanation: ___________________________________________ 

Anatomy Unsuitable for Tx   no       yes… explanation: ___________________________________________ 
 
Additional comments: 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________ 
 

  (Kidney Transplant Referral Form, cont. from page 2) 






