
 
 

SIS BULLOSA CENTER REFERRAL 

INTAKE Referral Form.doc                             Rev 12/04/06© 2003, Cincinnati Children's Hospital Medical Center                                

PATIENT NAME: ___________________________ NICKNAME: ________________  
 

DATE of BIRTH: _______ /_______ /_______  CCHMC MEDICAL RECORD #: _______________________     

 

PARENT’S / GUARDIAN’S NAMES: ______________________________________________________________  
 

Address: __________________________________________________________________________________   
City: ________________________________________ State: __________________ Zip: __________________ 
 

Phone #: (______) ______‐________ Cell #: (______) _______‐________ Work #: (______) _______‐________ 
 

 
 

PRIMARY PHYSICIAN NAME:  __________________________________________________________________ 
 

Physician Address: __________________________________________________________________________ 
City: ________________________________________ State: __________________ Zip: __________________ 

DIAGNOSIS:    Junctional EB    Recessive Dystrophic EB    Dominate Dystrophic EB   EB Simplex    
Other: _____________________________________ 
 

Reason for Referral: _______________________________________________________________________   
Medical Precautions: ______________________________________________________________________ 
 

Please indicate the physician(s) and service(s) covered by this referral, 
and the authorization number from your insurance carrier 

 

                                                                                                                 
 
 

                                                                                                                  
 
 

                                                                                                                  
 
                               
                                                                                                                  
                      
                                                                                                                           
 

 

__________________________________________  ____________________________________________ 
Referring/Primary Physician’s Name:  Referring/Primary Physician’s Signature: 
 
 

__________ /_________/_________         (_____)______‐________  (_____)______‐________ 
Date:    Office Phone #:    Fax #: 
 

DESCRIPTION OF SERVICES AND REFERRAL PROCEDURE:  
 

I.  All referrals must be initiated by the patient’s physician and signed appropriately. 
 

II. Please have this form completed and E‐mail or Fax to: 
  Donna Engels, Program Coordinator  E‐mail:  Donna.Engels@cchmc.org   
  Epidermolysis Bullosa Center/Dermatology  Phone:  (513) 636‐2009 
  Children’s Hospital Medical Center – MLE 3004         or   (800) 344‐2462 x 62009      
  3333 Burnet Avenue, Cincinnati, Ohio 45229‐3039        Fax:  (513) 636‐5867   
 

III. The Epidermolysis Bullosa Center (EBC), under the direction of physician managers, may include the services of dietitians, occupational/physical therapists, and 
social workers. Based on a thorough assessment of individual needs, the EB Center Team develops a personal, comprehensive management program for each 
patient.  

 

IV. Additional evaluation services may be recommended by the EB Center Team, which may include anesthesiologists, geneticists, hematologists, 
ophthalmologists, orthopaedic surgeons, otolaryngologists, pathologists, psychologists, radiologists. These additional evaluations will be obtained under the 
referring physician’s orders.  

 

Anne W. Lucky, MD 
Authorization No.: _____________ 
Pediatric Dermatology 

Anne M. Lynch-Jordan, PhD 
Authorization No.: ____________ 
Pediatric Ophthalmology 

Constance E. West, MD 
Authorization No.: _____________ 
Pediatric Ophthalmology

Alexandra Szabova, MD 
Authorization No.: _____________ 
Pain Management 

Kenneth R. Goldschneider, MD
Authorization No.: _____________ 
Pain Management 

Michael K. Farrell, MD 
Authorization No.: _____________ 
Gastroenterology & Nutrition 

Anthony Kamp, DMD 
Authorization No.: _____________ 
Pediatric Dentistry 

Richard G. Azizkhan, MD 
Authorization No.: _____________ 
Pediatric General Surgery 

Roger Cornwall, MD  
Authorization No.: _____________ 
Orthopaedic, Hand Surgeon 

Eric J. Wall, MD  
Authorization No.: _____________ 
Orthopaedic, Foot Surgeon 

Other: _______________________ 
Authorization No.: _____________ 
Service: ______________________ 

Other: ______________________ 
Authorization No.: ____________ 
Service: ____________________ 


