
 
VASCULAR ACCESS REFERRAL FORM 

Addressograph 

Date of Referral: Date of Surgical Assessment: 

      

YYYY DD MM YYYY DD MM 

 
TO:______________________________________ 

 
FROM:______________________________________ 

Consulting Health Professional Referring Health Professional 

Request is for: Consult Only  Consult and Surgery  

Immediate Emergency Surgery Required 

 Priority 1 – Target Wait Time Within 24 Hours 

√ Reason(s) for Emergency Surgery: 

 Life threatening bleeding from access 

 Anticipated  aneurysm rupture 

 Severe limb threatening ischemia from steal syndrome 

 Sepsis related to access with systemic complications 

 Thrombosis of graft/fistula 

 Other:__________________________________ 

Existing Fistula or Graft 

 Priority 2 - Target Wait Time Within 2 Weeks 

 Priority 3 - Target Wait Time Within 4 Weeks 

√ Case Description: 

 Rapidly failing access and/or inadequate dialysis  due to failing access 
(radiology  intervention  not possible or failed) 
(Priority 2 – Within 2 Weeks) 

 Maturation failure requiring revision 
(Priority 3 – Within 4 Weeks) 

 Other:_______________________________________ 

New Fistula or Graft 

 Priority 3 - Target Wait Time Within 4 Weeks 

 Priority 4 - Target Wait Time Within 26 Weeks 

√ Case Description: 

 Patient already on hemodialysis 
(Priority 3 – Within 4 Weeks) 

 Expected hemodialysis start ≤ 6 months 
(includes  PD & transplant failure) 
(Priority 3 – Within 4 Weeks) 

 Expected hemodialysis start > 6  months 
(includes PD & transplant failure) 
(Priority 4 – Within 26 Weeks) 

 Other:_____________________________________ 

Risk Factors for Vascular Access Failure 
Select all that apply 

 Diabetes 

 Previous catheter use, pacemaker or other risk for central stenosis 

 Peripheral vascular disease 

 Medical history of CHF or known LV dysfunction 

 BMI > 30 

 Previous failed fistula  or graft 

 Other: ______________________________________ 

Other Information 

 Patient Expected to Self-Cannulate 

Patient Handedness:  Right-Handed  Left-Handed 

 Patient is on anticoagulation/antiplatelet agents 
Indication for Use: ____________________________ 

 Other: ______________________________________ 

COMMENTS:  

 


