Fax to: 425-688-5710 Ostomy Services Phone: 425-688-5700

Please complete first section (required) [lostomy Clinic to Contact Patient to Schedule Appointment
Patient name: Patient gender: [ {M[_]F  DOB:

Patient contact number: (home) (cell) (work)

Reason For Exam: or ICD9:

Physician name (please print):
Additional report to:
Physician’s office contact: Phone:

[ ] New Patient: Pre-operative marking/ Education (Please check the following if known)
[] Colostomy

(] lleostomy [ 1APR [] Diverting

(] Mark for ileostomy and colostomy

[] Urostomy

Date of Planned Surgery if known:

[] New Patient: Existing Ostomy (Please check the following if known)

[] Colostomy [ ] Urostomy [_] Pouching issue/ fitting-leakage

[]lleostomy [ ] Peristomal wound/ rash  [_] Hemia/ Prolapse fitting for support belt etc.
[ ] Fistula [ ] Patch test

Other:

(] Marking for revision:

[ ] Colostomy [ ]lleostomy [ ] Urostomy

Date of Planned Surgery if known:

[] Existing Patient/ New Ostomy issue (New Rx required annually)

[] Colostomy [ ]Urostomy [_] Pouching issueffitting-leakage

[ ]lleostomy  [] Peristomal wound/ rash [_] Hernia/ Prolapse —fitting for support belt
[ ] Fistula [] Patch test

Other:

(] Marking for revision:

[ ] Colostomy [ ]lleostomy [ ] Urostomy

Date of Planned Surgery if known:

Frequency: [_] Daily [] 3 timesiweek [ ]2 timesiweek [ ] 1 time/week, for weeks [ ] As needed

Special Instructions:

**** Please provide H/P & Medication list for all new patients****

Physician Signature Date Time
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