
 

One Medical Center Drive  |  Lebanon, NH  03756  |  Tel: (603) 650-5000  |  www.dhmc.org 6

Evaluation Request 

Solid Organ Transplantation 

Thank you for submitting a Transplant evaluation request for your patient.  
Please fax a copy of your patient’s most recent labs and office notes with this completed form.  

We will contact your patient with an invitation to one of our Transplant classes. 

Please check one: 

  Kidney  Pancreas only  Kidney / Pancreas 

Referring provider: _______________________________________________________ Date: ______________________________ 

Practice Name: ___________________________________________________________ Office #: ___________________________ 

Contact person: ___________________________________________________________ Fax #: ______________________________ 

Patient: Last name: __________________________________________ First name: ______________________________________ 

DOB: ______________________________________________________ SSN: ____________________________________________ 

Home phone: ________________________ Work phone: _______________________ Cell phone: _________________________ 

Mailing address: _______________________________________________________________________________________________ 

Primary care provider: _________________________________________________________________________________________ 
(If different than referring provider listed above) 
Practice Name: ___________________________________________________________ Office #: ___________________________ 

Contact person: ___________________________________________________________ Fax #: ______________________________ 

Dialysis information: 

Unit name: _________________________________________________ Dialysis type: _____________________________________ 

Telephone #: _______________________________________________ Schedule: ________________________________________ 

Primary Insurance information: 

Company name:  ____________________________________________ ID #: ____________________________________________ 

Group #: __________________________________________________ Telephone: _______________________________________ 

Secondary Insurance information: 

Company name:  ____________________________________________ ID #: ____________________________________________ 

Group #: __________________________________________________ Telephone: _______________________________________ 

 

Phone: (603) 653-3931
Fax: (603) 650-0924

To be completed by DHMC Transplant Secretary only: 

Received date: ______________________________________________ Financial clearance: ________________________________ 

Initial evaluation date: ________________________________________ 
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