‘ u The Fetal Treatment Center
THE BIRTHPLACE OF FETAL SURGERY

UCSF Fetal Treatment Center “Inside” - Physician Request Form

Physician:

Specialty:

State Licensed In:

Patient Name:

| am a physician licensed to practice medicine in the above state. On behalf of my patient,
who consents to this request. | am requesting a second opinion consultation from the UCSF
Fetal Treatment Center for my patient. | understand that the service being provided by the
UCSF Fetal Treatment Center is a second opinion consultation only and that my patient will
remain under my direct care. | acknowledge that the second opinion consultation report will
be sent directly to me at the address | am supplying below. | will maintain a copy of this
physician request form in my patient’s medical record.

Physician’s Signature:
Date:

Physician’s Mailing Address:
Signature of Patient / Legal Guardian:

Relationship of not Patient

Date:

UGSF children’s Hospital
at UCSF Medical Center



