INFUSION THERAPY | [mlpi=]
REFERRAL FORM |
6725 MESA RIDGE RD. STE 230. SAN DIEGO, CA 92121 E
PHONE: (888) 963-6544  FAX: (858) 281-0045 -
PATIENT INFORMATION
PATIENT NAME: PRIMARY PHONE:
DOB: ADDRESS:
SSN: CITY, STATE, ZIP:
CAREGIVER NAME: ALTERNATE PHONE:
INSURANCE INFORMATION (PLEASE FAX A COPY OF PATIENTS INSURANCE CARD INCLUDING BOTH SIDES)
PRIMARY INS: SECONDARY INS:
PLAN ID: PLAN ID:
PRIMARY DIAGNOSIS: (PLEASE PROVIDE ICD-10 CODE)
[] oTHER: ‘ [] oTHER:
CLINICAL INFORMATION
GENDER: [_m e DIAGNOSIS DATE:
WEIGHT: [ ibs [P COMORBIDITIES:
HEIGHT: [ 1n Cem CONCOMITANT MEDICATIONS:
8/PPDTEST: [ves  [no acLercies: L nkoa [ other
ISTHIS THE FIRSTDOSE? [_INo [ _lves IF NO, DATE OF LAST INFUSION: NEXT DOSE DUE:
PRIOR THERAPY (PLEASE PROVIDE MEDICATION HISTORY)
PRIORTHERAPY [ Ives [ no ‘ REASON FOR DISCONTINUATION OF THERAPY ‘ START DATE ‘ END DATE

REQUIRED DOCUMENTATION:

INSURANCE CARD FRONT AND BACK MOST RECENT LABS H&P
DRUG DOSE / STRENGTH DIRECTIONS QTY REFILLS

Premedication take 30mins prior to infusion (Note: If nothing is checked, no premeds will be given)

[ biPHENHYDRAMINE: O mg PO or [] 50mg IV diluted in DSW or NS 50-100mL
L ANTIHISTAMINE: [ Fexofenadine 180mg OR [ cetirizine 10mg PO
[ meThvepreonisoLone: ] 125mg slow IV push over 5mins OR  [] mg slow IV push

[ ACETAMINOPHEN: [l mg PO orR [ orHer:

CURRENT IV ACCESS: I:l PIV I:l PICC I:l Midline I:l Port I:l OTHER: I:lNumberoqumens:

DELIVERY METHOD: I:l Gravity I:l Infusion Pump

SHIP TO: I:l PATIENT I:l PRESCRIBER'S OFFICE NEEDS BY: PRODUCT SUBSTITUION PERMITED: I:l
INJECTION TRAINING PROVIDED BY: I:l PRESCRIBER'S OFFICE I:l PHARMACY I:l NA DISPENSE AS WRITTEN: I:l
PRESCRIBER INFORMATION
PHYSICIAN NAME: PHONE: LICENSE #:
OFFICE CONTACT: FAX: NPI #:
ADDRESS: CITY, STATE, ZIP: DEA #:
" SIGNATURE. DATE:

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privi-
leged, confidential information which is exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please
note that you are strictly prohibited from disseminating or distributing this information (other than to the intended recipient) or copying this information. If you received this communication in error, please
notify the sender immediately by telephone and destroy all copies of this communication and any attachments. Thank you
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