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INFORMATION NEEDED FOR NEW EBSTEIN’S ANOMALY PATIENTS 

 

Patient’s Name:_________________________________________________________________ 

Patient’s DOB: ____________________  

*Patient’s SS#: _____________________________________ 

Home Address:_______________________________________________________________ 

___________________________________________________________________________ 

Home Phone: ___________________________ Cell Phone: ___________________________ 

Parent’s Names:______________________________________________________________ 

Insurance Coverage: _____________________________________________________________ 

Subscriber: __________________________________________________________________ 

ID #: ________________________________ 

Group #:__________________________________________ 

Subscriber’s DOB: ______________________ 

Subscriber’s SS#____________________________________ 

Subscriber’s Employer: _____________________________________________________ 

Referring Cardiologist:  ____________________________  

Phone #: ______________       E-mail:_______________ 

Pediatrician/Primary Care Provider: _________________________     

Phone #: _________________________ 

 

 

 

 

 

 



Date  Initials 

Review by APP/MD   _____                ______ 

 

Records Needed: 

Disc of actual study as well as report.  

Please mail to  

DaSilva Center for Ebstein’s Anomaly  

Cardiothoracic Surgery 

UPMC Children’s Hospital of Pittsburgh  

5th Floor Faculty Pavilion 

4401 Penn Avenue 

Pittsburgh PA 15224 

 Last Echocardiogram 

 EKG 

 Last Cardiology office visit note 

If available/applicable, please also send:  

 MRI or CT  

 EP testing 

 Cath Report 

 Operative/ Hospitalization Notes 

 

 


