
  

 

RESARC H 
CONS U LT 
REQUEST FORM

Patient Name:      /  /   

Last (Please Print) First DOB 

 

Patient Address:            

City:   State:   Zip:      

Patient Phone: ( ) Cell: ( )  Patient Email:    

Language (circle one):  English / Spanish /  Other       

Referring Physician Name:     

Referring Physician/Nurse Signature:   
 
 

Phone #: FAX # for Correspondence:    

 

 

 

REASON FOR REFERRAL (please check all that apply) 
 

□ Abnormal Blood Chemistry/Electrolytes □ Chronic Kidney Disease □ Nephrolithiasis 

□ Abnormal Kidney Imaging □ Edema □ Nephrotic Syndrome 

□ Acute Kidney Injury/Acute Kidney Failure □ Hypertension □ Polycystic Kidney Disease 

□ Anemia □ Kidney Transplant □ Proteinuria and/or Hematuria 

□ General / Not Indicated / Other:    

 

 

 

Please complete and fax this CONSULT REQUEST FORM to office location below: 
 

 
 

Renal Disease Research Institute - Dallas Viceroy Office 
1420 Viceroy Dr., Dallas, TX 75235 

Appt.: 214.366.6060 
FAX:  214.579.6912 

 

 
 

CONFIDENTIAL: The medical information in this FAX message is confidential and protected by both State and Federal Law. It is unlawful for unauthorized persons to review, copy, disclose, or disseminate confidential medical 

information. If the reader of this warning is not the intended FAX recipient or the intended recipient’s agent, you are hereby notified that you have received this FAX message in error and that review or further disclosure of the 

information contained in this FAX is strictly prohibited. If you receive this FAX in error, please notify us immediately at the telephone number indicated above and either destroy these documents or return the original to us by mail. 

PHYSICIAN OFFICE:  
With Consult Request Form 

        

PATIENT:  
Bring ALL Current Medications, 

    

214.366.6060 phone 

214.579.6996 fax 
www.renaldiseaseresearch.com 

http://www.dneph.com/
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