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PROVIDER REFERRAL / ORDER FORM

Submit the completed order by fax or email:
Fax: (801) 907-7557 Email: info@ekocardia.com - include “PHI” in the subject line.
Same-week appointments are generally available. For urgent requests, call (801) 203-3302 after sending the order.

PATIENT INFORMATION

Last name First name Middle initial Date of birth

Phone Email Preferred contact

[] Phone [] Text [] Email

Street address City State ZIP

EXAM REQUEST
Complete adult transthoracic echocardiogram (TTE) | CPT Code: 93306

Includes 2D imaging, Doppler/color flow, 3D acquisition and myocardial strain analysis as clinically appropriate.

Scheduling priority Routine |:| Same week |:| Urgent - case-by-case Requested date (optional)

Clinical indication / diagnosis / ICD-10 code(s)

Common indications (check all that apply)
[] Murmur [] Dyspnea [] chest pain [] Edema [] Palpitations / arrhythmia [] syncope

[] Hypertension [] cardiomyopathy [] Heart failure [] valve disease [] chemo monitoring

Relevant history / specific clinical question

PRIOR STUDIES & RESULTS DELIVERY

Prior echocardiogram? [ | Yes [ No Date Facility / location
Send final report by [] Fax [] secure email [] Provide images upon request [] share via PowerShare
Results recipient / facility (if different from ordering practice) Fax or secure email

ORDERING PROVIDER

Provider name Practice / facility NPI

Office phone Fax Secure email

Provider signature Date

Self-pay service: current complete TTE rate $449; EkoCardia does not bill insurance. Reports are returned by fax or secure email.
Images may be provided upon request or shared via PowerShare. Use your organization’s HIPAA-compliant procedures for PHI.
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