
 
 

PH#: (603) 650-8077          Plastic Surgery              FAX #: (603) 650-8456 
 

WOUND REFERRAL FORM 
 

Thank you for referring your patient to our Plastic Surgery Section. Please provide the 
following patient data/pertinent records. A review of this information will assist us in 
scheduling the patient with an appropriate provider. 
 
Reason for Referral/Consultation Goals: 
 
 
Appointment:          Next Available                      Urgent                   
 
Patient Name: 
 
 

Home Phone #: 

Date Of Birth: 
 

Work Phone #: 

Address: 
 
 

Worker’s Comp. Claim?  
        Yes               No 
 

Onset Of Wound: Soc. Sec.# 
 

Type of Wound/Ulcer: 
          Diabetic Foot 
 
          Neuropathic Foot 
 
          Vascular 
 
          Pressure Ulcer:  Stage:_______ 

- Support Surface _________ 
- W.C. cushion____________ 

           Burn  
 
           Surgical 

 Diagnostics: Date & Results  
         Vascular Studies: 

- ABI 
- TCPo2 

        
          Lab Studies 
              ____    Albumin 
              ____    Pre-Albumin  
              ____    CBC 
              ____    Wound Culture 
 
          MRI/ X-ray   

Previous Treatments/ Surgery r/t wound: 
 
 
Present Treatment: 
 

Referring PCP: 
 
VNA Phone #: 
Fax #:  
Contact Person: 

 
Please fax recent History & Physical to: 603-650-8456 
 
Notice regarding confidentiality: This facsimile transmission and the accompanying material contain confidential information from the 
Dartmouth-Hitchcock Medical Center that may be privileged.  The information is for the exclusive use of the addressee named on this 
transmission sheet.  Disclosure, copying, distribution, or use of the contents of the material transmitted by person(s) other than the 
intended recipient is prohibited.  If you have received this facsimile in error, please notify us immediately by telephone so that we may 
arrange to retrieve these documents. 


