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Patient Referral
Ver: 07/2026
Dialysis Access Institute - Charleston
30 Courtenay Drive  Ste 654  Charleston SC 29401

Scheduling:  843-792-3600       Clinic:  843-261-4015 (clinical use only)       Fax:  843-792-0420
dialysis-access@musc.edu

Patient Information 
*PLEASE COMPLETE AS MANY FIELDS AS POSSIBLE*
Please do not send multiple patients’ referrals in one fax 
	Last name:
	First name:
	DOB:


	Sex:        (  ) Male     (   ) Female 
	Contact #:
	Emergency/rehab/nursing home contact:

	Dialysis days: 
(   )  MWF                   (   )  TTS  

Nephrologist: 

Dialysis clinic: 
Phone #:  

	If patient currently has an access, where is it located? 
(    ) Right arm        (    )  Left arm
(    ) Right leg         (    )  Left leg
(    ) Right chest     (    )  Left chest
(    ) Abdomen 
Date of last complete dialysis run:
/                /
	What type of Access does Patient currently have? 
(   ) Fistula
(   ) Graft 
(   ) HD catheter
(   ) Peritoneal (PD) catheter
(   ) HeRO graft  

	Date of most recent echo:
EF =
RVSP =
	(   ) Needs supplemental oxygen at home
(   ) Recent heart attack last 3 months
(   ) Patient is unable to lie flat
	(   ) Diabetes medication:
(   ) Blood thinners:
(   ) Weight loss medication:

	       ****For EMERGENT concerns, please fax Referral AND call Vascular Access Clinic 843-261-4015****      
  
Reason for visit to DAI-CHS:                                                                                    Special instructions/requests:                                               
 (    )  Evaluation for new HD access 
 (    )  Evaluation of current HD access (please describe>>>)
 (    )  Clotted access -24/48 hours 
 (    )  Low flows or low kt/v 
 (    )  Whistling in access  
 (    )  Prolonged bleeding 
 (    )  Aneurysm (please include photo)
 (    )  Ulcer/skin breakdown on access (please include photo)
 (    )  Pain/swelling in access 
 (    )  HD catheter not working properly 
 (    )  Pulling clots 
 (    )  Increased or decreased arterial/venous pressures 
 (    )  Removal tunneled central venous catheter
 (    )  PD placement 
 (    )  PD not filling /not draining                                            Ordering physician: 	
 (    )  Other: Please explain in box  
							         Date: 



If available, please include patient’s most recent Echo, 
hospitalizations in the past three months and medication list.  
Thank you for choosing DAI-CHS!
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