
 
 

Consultation Request Form 
 
Chippewa Valley Vein Center 
1720 Harding Avenue   Eau Claire, WI 54701 
Phone: (715) 832-2200  Fax: (715) 834-1666 
info@cvveincenter.org 
www.cvveinventer.com 

 
 
Patient Name: _______________________________________________________________ 
 
Patient Address/Phone: _______________________________________________________ 
 
Diagnosis: _________________________________________________________________ 
 
Please evaluate this patient for: _________________________________________________ 
 
___________________________________________________________________________ 
 
___________________________________________________________________________ 
 
Additional Information: _______________________________________________________ 
 
___________________________________________________________________________ 
 
Referring Physician Name: ____________________________________________________ 
 
Referring Physician Address: ___________________________________________________ 
 
Referring Physician Phone/Fax: _________________________________________________ 
 
Please call me with your initial impressions:   Yes   No 
 
I would like to receive your consultation report via:           Mail           Fax   


