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SRIVANI R. AMBATI, M.D., EA.C.C.
CARDIOLOGY




www.peakcardiology.com

1051 Pemberton Hill Rd. 




320 N Judd Pkwy, Suite 205
Suite 202, Apex, NC 27502 

Tel (919) 363-6060         Fuquay Varina, NC 27526                     
                                                Fax (919) 363-6040


Patient’s Name ------------------------------------------------- Date of Birth --------------------
Patient’s address--------------------------------------------------------------------------------------

Day time Phone --------------------------------Evening phone-----------------------------------
Appointment date and time------------------------------------------------------------------------

Insurance-----------------------------------------------------------------------------------------------

Services requested:

(Please check the following procedures to be performed)

------Consultation/office visit.

------Echocardiogram/Cardiac ultrasound.
------Carotid Ultrasound

------Stress test with nuclear imaging-exercise/pharmacological.

------Stress echocardiogram 

------ETT -Treadmill test only – W/O echo or nuclear images
------Holter Monitor (24 hours)
------ABI – ankle brachial indexes – for peripheral vascular disease

------Ultrasound to R/O DVT.
FOR INSURANCE PRECERTIFICATION PURPOSE
*Please Fax EKG, LABS and OFFICE NOTES with the request.

**Please have patient bring all their medications at the time of appointment.

Diagnosis for the procedure----------------------------------------------------------------------------------------------
Other pertinent history------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Referring physician:- ---------------- -------- ----------------------------------- -----------------------
Practice Name: -------------------------------------------------------------------------------------------------------------
Signature of ordering physician: --------------------------------------------Date:------------------------------------

PLEASE FAX REQUEST TO: (919)363-6040
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