


CFF BURKHOLDERIA CEPACIA RESEARCH LABORATORY AND REPOSITORY 
 

PHYSICIAN AND PATIENT INFORMATION REFERRAL FORM  
 
1. REFERRING PHYSICIAN (to whom results will be sent): __________________________________ 
 
Institution: _________________________________________________________________________ 
 
Address: __________________________________________________________________________ 
 
Address:___________________________________________________________________________ 
 
City: ____________________________________________State:__________ Zip:________________ 
 
Tel: ______________________   Fax: ______________________  E-mail: ______________________ 
 
 
2. PATIENT INFORMATION: Name:_____________________________________________________  
      (last)    (first)   (MI) 
 
Birth date (MM /DD/ YYYY) _______________      Sex:  Male        Female   
 
 
Transplant Listed:  Yes           No      Transplant Performed:  ________________   Yes          No  
                 (date) 
 
3. LABORATORY SUPERVISOR (to whom results will be sent):_______________________________ 
 
Institution: _________________________________________________________________________ 
 
Address:___________________________________________________________________________ 
 
Address:___________________________________________________________________________ 
 
City:____________________________________________State:__________ Zip:________________ 
 
Tel: ______________________   Fax: ______________________  E-mail: ______________________ 
 
 
4. ISOLATE INFORMATION  (ALL information must be provided): 
 
Date of Isolation: ____________________  Isolate Reference No. _____________________________ 
 
Presumptive Species Identification:______________________________________________________ 
    
Method of Identification: _______________________________________________________________ 
                         (Please enclose identification report) 
 
CF isolate         Yes     No 
 
Source:   Sputum    Yes     No 
 
     Blood       Yes     No 
    
     Other  (specify)   _______________________ 
       
Circle or check one:  Analysis and Repository      Repository only  
 
PLEASE COPY THIS FORM FOR MULTIPLE USE       Fall 2005 
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