6"1 Ann & Robert H. Lurie Medical Record No.

Chicago, IL 60611

Children’s Hospital of Chicago* H“‘
PCD External Referral/Order

o

R

Primary Ciliary Dyskinesia (PCD) Center of Excellence

D E R

PLEASE COMPLETE ALL FIELDS AND ATTACH ALL RELEVANT DOCUMENTS.

The patient will not be scheduled unless all required *** fields are completed

Fax: 312-227-9420, Attn: Lurie PCD External Referral/Order

‘ Patient Name

Birthdate
Physician

Please align patient label to the right

An evaluation in the PCD clinic includes an initial assessment by the provider. Depending on multiple factors
(including the information provided below), this may or may not include pulmonary function testing, nasal

nitric oxide, and/or genetic counseling at the time of evaluation.

1. Referring Provider Information***

Name: L1 General Pulmonologist
Credentials: 1 Otolaryngologist
Institution/Office: 1 Allergist/Immunologist
Office phone number: (J Primary Care Provider
Office fax number: Other:

Provider (LIP) signature with credentials: ¢ Date:

Diagnosis*** (required)

2. Patient Information***

Last name: Address:

First name:

Date of birth:

Phone number:

3. Reason for Referral***

[J Concern for PCD on clinical history

[J Genetic testing concerning for PCD

[J Unexplained bronchiectasis on imaging

[J Establish care at a PCD center (diagnosis of PCD already confirmed)

4. Patient History***

Does the patient have:

Yes

No

a) Unexplained respiratory distress at birth?

b) Chronic daily wet cough, onset <6 months of age?

c¢) Chronic daily nasal congestion, onset <6 months of age?

d) Known organ laterality defect(s)? If yes, please specify defect:

e) Prior genetic testing done? If yes, please attach results.
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