VGH Thrombosis Clinic
Blackmore Pavilion, 6th Floor

Thrombosis Program 855 West 12th Avenue

Vancouver Coastal Health, University of British Columbia Vancouver, BCV5Z 1M9

Tel: 604.675.2481
Fax: 604.875.5071

VGH Thrombosis Clinic Acute VTE Referral Form (VGH)

Please provide the following information and fax the complete form to 604-875-5071. Incomplete referral forms
will delay triaging. An appointment will be arranged for the next day (including weekends and statutory holidays).

Patient Information (on BC Health Card)

Last Name: First Name: PHN:

DOB: Contact Tel: Email:
dd-mmm-yyyy

Referring ED Physician

Last Name: First Name: MSP #:

Site of Acute VTE: Please select the most appropriate reason.

QO Proximal leg DVT (O High risk superficial thrombophlebitis
(common femoral, femoral, popliteal vein) (thrombus longer than 5 cm or proximal end of
O Distal leg DVT thrombus within 3 cm of junction with a deep vein)
(posterior tibial, anterior tibial, peroneal vein) (O Central venous catheter-related thrombosis
(O Pulmonary embolism O splanchnic vein thrombosis
O Upper extremity DVT (e.g., portal, mesenteric, splenic)

(jugular, subclavian, axillary, brachial) O other:

Date of VTE Diagnosis:

dd-mmm-yyyy

Diagnostic Imaging: Check the imaging study that confirmed VTE.

QO Ultrasound (O CTPA (CT pulmonary embolism protocol) O MR
(O CT scan (regular contrast CT) O VvQlungscan O Venogram

[] Confirm patient has received one of the following acute VTE treatments:

O Dalteparin IU SC at: Oam OPMm on (dd-mmm-yyyy)
(O Enoxaparin IU SC at: Oam OPM on (dd-mmm-yyyy)
(O Apixaban 10 mg PO at: Oam OPM on and prescription x 7 days
(O Rivaroxaban 15 mg PO at: Oam OPM on and prescription x 7 days
dd-mmm-yyyy
[] If applicable, confirm that VGH Hematologist on-call Dr. - select - has been contacted to arrange
an appointment on a weekend or statutory holiday at: Oam OPM on
dd-mmm-yyyy

[] Confirm that VGH Thrombosis Clinic Outpatient Treatment Program Information Sheet has been given to patient.

Date referral faxed: Physician signature:
dd-mmm-yyyy ver. 1224
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