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Date: _____/_____/_____ 

Thank you for your interest in Children’s Hospital Los Angeles. In order to assist you, please provide the following information:
I: PATIENT & FAMILY INFORMATION 
Patient First Name: ______________________________________ Last Name______________________________________ 

Date of Birth: ________________________     Male:   FORMCHECKBOX 
 Female:  FORMCHECKBOX 
 

Primary Contact (Parent/Guardian) Name: __________________________________________________________________ 

Primary Contact Phone #: _____________________________Primary contact email: _______________________________ 

Primary Language: __________________________________ Country of residence: ________________________________
II: CLINICAL INFORMATION 

Physician Name: ________________________________________________________________________________________ 

Physician contact email: ______________________ Physician Contact Phone: ____________________________________

Diagnosis and/or expected treatment plan: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________                                                              
Is clinical information (E.g. physician notes, laboratory test results) available:    YES  FORMCHECKBOX 
     NO  FORMCHECKBOX 

If yes, please attach available clinical information to this form and fax or email to the addresses below.
III: INSURANCE INFORMATION 
Please check the appropriate box:
Government sponsored:  FORMCHECKBOX 
    Self-pay:  FORMCHECKBOX 
         Insured:  FORMCHECKBOX 
      Unable to  pay:  FORMCHECKBOX 
       Other:  FORMCHECKBOX 
 
If other, please provide further explanation:   ____________________________________________________________________________________________________________________________________________________________________________________________________________
Once complete, please EMAIL the form along with all available clinical information to MD1@chla.usc.edu or FAX it to 001-323-361-8988.
International Referral 


4650 Sunset Blvd., MS #96, Los Angeles, CA 90027


Phone: 001-888-631-2452


Fax: 001-323-361-8988


Email: MD1@chla.usc.edu











