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EXCEPTIONAL CARE. WITHOUT EXCEPTION.

Uterine Fibroid Embolization Procedure Consult Form

Today’s Date: / /

Patient Name: DOB:

Medical Record # Phone Number:
Referring MD: MD Phone/Pager:
Insurance: Policy Number:

Clinical History:

Screening Questions:
e Does the patient have a gynecologist? [IYes CINo
o |If Yes, name:
O Last visit date:
0 Please instruct patient to bring a copy of their last physical exam and Pap smear.
e Does the patient have a recent MRI (within the past year) LdYes L[INo
o If yes, please instruct patient to bring films or CD with them to consult appointment.

o If no, please schedule a pelvic MRI immediately by calling 617-414-4969. Please note this may
require a pre-authorization number (if required by the patient’s insurance) prior to this being
scheduled. It is the responsibility of the ordering provider to obtain this.

e Has the patient had an endometrial biopsy and Pap smear within the last year? [1Yes CINo
o If yes, please instruct patient to bring a copy of the report.

o If no, patient will be required to have a 40 minute scheduled visit with BMC GYN group for a
physical exam, Pap smear and endometrial biopsy before scheduling a consult for the UFE.

e Has the patient been on DepoLupron in the past 6 months? C1Yes [INo
o If yes, this will need to be reviewed by the Interventional Radiologist.
e Does the patient have an IUD? [JYes CINo
o0 If yes, the patient will be required to have it removed prior to consult for the UFE.




o0 Please call 617-414-4969 to schedule.

e NSAIDS: [OYes CONo Aspirin: OYes CONo

e Plavix: [OYes CINo Coumadin: OOYes  [INo

e Heparin: [IYes LINo Glucophage/Glucovance/Metformin: LIYes CINo
e HTN: CIYes CINo Sleep Apnea: [dYes [INo

e Diabetic: [IYes [LINo Pregnant: IYes [INo:

e Contrast Allergy: OYes [ONo  Drug/Food Allergy: COYes [INo
e Heparin Induced Thrombocytopenia L0Yes L[INo

e Does the patient speak English? If no, what is their primary language:

Required Labs: Must be within 3 month of the procedure

Date Platelets Date PT/PTT/INR / /

Date BUN/Cr / / Date CBC

Referring Physician Checklist:
0 H & P completed and faxed with consult form.
1 Pap smear and Endometrial Biopsy results faxed with consult form.
I MRI has been completed within the past 3 months? If not, please schedule a Pelvic MRI ASAP.
[0 Consult form completely filled out and faxed over.
o0 Interventional Radiology Fax Number: 617-414-1698
o0 Interventional Radiology Scheduling number: 617-414-4969.
0 MRI Pre-Approval number (if required by patient’s insurance).

Once complete package has been received by the Interventional Radiology Department, you (the referring
physician) will be contacted with date of both consult appointments and procedure. If the form is incomplete or
we are missing required documentation, the form will be faxed back to you (the referring physician) with the
missing information noted. We thank you for choosing the Interventional Radiology Services at Boston
Medical Center and for allowing us to care for your patient.

Completed by: Date:
Office Use Only:
O Packet complete O Packet Incomplete
Number of consult visits required: 1 2

Date of consult with Dr. Kim/OB/GYN Service: [

A -

Date of UFE/UAE procedure: I

Campus:
O East Newton Pavilion [0 Menino Pavilion




