CHHF MEDICAL REFERRAL
Providers who see patients needing medical care unavailable at our clinic have several options.
1) Emergency patients should be sent to the hospital in Tocoa or Trujillo.
2) Medical tests can be obtained at DiaMed in Tocoa. Call 2444-0765. David Kelly has CHHF
stationery to be used to send a message written in Spanish to DiaMed so that they know the
patient is a CHHF referral and is to be given the following discount:
• Simple x-ray - 200 lempiras to 400 lempiras (depending on area)
• Mammogram - 600 lempiras
• EKG - 200 lempiras
3) Currently there are NO referral opportunities for
gynecological care
cancer treatment
adult cardiology.
4) There are limited referrals for surgery and the wait is significant.
5) As for eye/vision needs, there are now teams at our clinic who offer prescription glasses. The
Foundation can make cataract and pterygium surgery referrals once a year, in the spring.
6) Referrals are made to specific medical groups for the following specialized care:
pediatric neurology
pediatric cardiology
plastic surgery
orthopedic surgery
physical therapy
vein/leg ulcer clinic

Please complete the following information including a description of the medical issue and
photos of the patient/problem. Gladis Aquiriano should be consulted regarding the referral
while the patient is at the clinic. The referral form will be given to Gladis.
Please print so that your handwriting can be read.
Two contact phone numbers are imperative; photos are required.
Complete name of patient ________________________________________________________
Date of Birth Ex: 5 May 2014 _____________________ Date Patient Seen ________________
Village ______________________________ Location Seen ____________________________
Phone Number if adult

__________________

Alternate Contact Number________________

Mother Name and Phone Number if minor ____________________________________________
Father Name and Phone Number if minor ____________________________________________
OR
Alternate Contact and Phone Number________________________________________________
Referring Physician ___________________ Team Leader ___________________
Reason for Referral:

