
Children’s Healthcare of Atlanta Cardiology Referral Form 

___
___

Cardiology Referral - 99002070MO
*

Orders must be received before a test can be performed:
Fax this order to 404-252-7431.

Diagnosis ________________________________________________________________
Reason for Study __________________________________________________________ 

Fax demographic sheet, clinical notes or other records needed
for the appointment, with referral to 404-252-7431

Diagnosis: (Check all tha
___ Chest pain
___ Syncope/lightheadedness

___ Hypertension (Send prior BP readings)
___ Hyperlipidemia (Send most recent labs)
___ Abnormal ECG (Send previous ECG)
___ Other ___________________________________

___ Tachycardia
___ Cardiac Clearance
___ Murmur

___ Extended ECG Rhythm Patch - (0-48 hours) 
___ Extended ECG Rhythm Patch - (3 days-7 days)
___ Extended ECG Rhythm Patch - (8 days-14 days) 

Referring Provider Signature Required:__________________________________ Date:___/____/____

Phone: 404-256-2593 or 800-542-2233           
www.choa.org/cardiology

Please fax signed form to 404-252-7431.
________________________

 ______________________ Date of Birth: __/__/__ 

 (PLEASE PRINT)

(EPIC or accessCHOA access required - no fax needed)
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** Please ONLY select ONE option between Evaluate and Treat or Test Only **

Payor Referral Number: ___________________Insurance Provider: 

Referring Provider Name: ________________________ Provider Phone: _____________ Provider Fax _____________
________________Gender: M  /  F Patient Phone:

Important Reminders: A referral form is not required for patients who have been seen by Children’s Healthcare of Atlanta
Cardiology within the last 3 years. Patients who have not been seen in 3 years or more are considered NEW patients. A
referral should be sent for these patients. To request more pads to be sent to your office, visit choa.org/orderpad.

Patient Name: 

Option 1: Evaluate and Treat
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