
     5601 Union Hill Rd, Suite 1 
Lincoln, NE 68516 
Ph: 531-249-5850 
Fax: 531-249-1384 

FIBROSCAN ORDER FORM 

Section 1: Patient Information (REQUIRED): 
Patient Name: (PLEASE PRINT) ____________________________  Sex:        F        M            Patient DOB:___/____/____ 
Address: _____________________________________________________________________________________________ 
Telephone: (home): (____) _____-________                                                                  Other day time: (____) _____-________  
Patient’s Insurance and ID Number (REQUIRED): 
 Insurance Company: ______________________________________     ID Number: _____________________________  
 Subscriber          Self           Other: ____________________________  Other Subscriber DOB: _____________________ 

Section 2: Ordering Physician Information (REQUIRED) 
Referring Physician: 
_____________________________________________________________________________________________________ 
NPI: __________________________________ 
Address:_____________________________________________________________________________________________ 
Phone: (____) _____-________ __________              Fax: (____) _____-________  

Section 3: Patient History Information (REQUIRED) 
Indication for Fibroscan:  
        Assess for Cirrhosis 
        Assess for Fibrosis 
        Other (specify): ___________________________________________________________________________________ 

Type of Liver Disease:  
Risk Factor for MASLD: 
        Obesity / Diabetes Type 2 
        Metabolic Syndrome  
        Hyperlipidemia 
        Hypertention 
       AST or ALT > 50 

Fibroscan is NOT recommended for patients with: 
• Ascites
• Right Heart Failure
• Acute Hepatitis (ALT > 500 or bilirubin >3 mg/dL
• Inability to lie flat

To better counsel the patient, please include the last clinic note and labs. Thank you! 

    

    

 



 

Respected referring physician, 

We take pride in being efficient and thorough when contacting and caring for your patients. In order to have 
clear communication and meet your needs, we’d like to provide insight on our processes and expected 
timeframes of communication regarding the status and outcome of your referral. 

♦ Once a referral is received, we will send a fax to your office confirming that we did indeed receive your 
referral 24-48hrs from the time we receive it. If you have not heard from us within one week of sending a 
referral, please re-send or call us as we most likely did not receive it. 

♦ If/when successful contact has been made with the patient, we typically get them in for their fibroscan 
appointment within 1-2 weeks, dependent on their availability. We review the results, go over dietary and 
lifestyle recommendations with the patient immediately following their scan at the same appointment. 

♦ We attempt to contact each patient 2 times prior to sending you a letter letting you know we were unable to 
contact the patient to schedule.  For this reason, sending current demographic information on your patient is 
very important! 

♦ Overall, you should receive an “outcome” letter from Nebraska Weight & Wellness within 30 days of 
sending a referral informing you of the progress made with the patient. 

If you need further explanation, more referral forms or marketing materials, please email 
cmartin@neweightwellness.com and we will be glad to assist you! 

If you need more information regarding status of a referral, or have questions related to a patient that you’ve 
sent over, please reach out to our scheduling staff:  info@neweightwellness.com or call (531) 249-5850. 

 


