Patient reference to the Heart Failure Program

Clinica Biblica Hospital

Dear Physician, please enclose any other information you may deem relevant together with

this form on the back or else as attached documents.

Patient’s Name:

Medical Center that refers
Attendant physician:

Identification number:

Telephone nao.

Pathological background:

Surgical background:

Allergies:

Other background:

Laboratory

Date of last control;

Hb:

Ht:

Ma:

K:

Cl:

Mg

ML
Creatinine:
ALT:

AST:

C- LDL:

C=- HDL:
Chalesteral:
Total Cholesteral:

Glycemia:
Hbalc:
CPX total:
CE-MB:
TP:

TPT

IMR:

BMP:
Proteins:

Alkaline phosphatase:

Bilirubyin:
Tatal Bilirubin:

Date of last ECHO; EFV:

Cause of the HF;

Beginning date of HF symptams:

Functional Class NYH&: [ J10 0 [ Jm [ )

Stages according to ACCSAHA: [ JA[ JB ([ )JC L )D

Medical devices implanted

Current medical treatment:

Dear Patient, to obtain further information please call 2522 1000, ext. 3310 or 4302
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