FAXto+ 1 208.963.3245 or

Email to intake@infusionspecialists.org
To ensure processing of your order,
please complete all fields.

General Referral Form

PATIENT DEMOGRAPHICS

Patient Name: Patient’s Phone Number:
Date of Birth: Address:

Allergies: See List [1 NKDA [ City, State, Zip:

Weight: Ibs or kg Patient’s Email:

REQUIRED DOCUMENTATION
* Insurance Card < H&P ¢ CMC, CMP, and Lipid Panel « Patient Demographics ¢Medication List Clinical Notes

PRIMARY DIAGNOSIS

[J1ICD-10 Code

PRE-MEDICATIONS IF ANY

LI Provider Prescribed:

PRIMARY MEDICATION ORDER

Please include MEDICATION, DOSE, ROUTE, FREQUENCY, DURATION, and any additional administration instructions:
LI Medication:

I Duration:
LI Route:

First Dose: LY LIN

ADVERSE REACTION & ANAPHYLAXIS ORDERS

M Administer acute infusion and anaphylaxis medications per [ Other: Please fax other reaction orders if checking this box
Infusion Specialists’ protocol (See infusionspecialists.org for detailed
policy)

Provider Name: Office Contact:

Address: Phone:

City, State, Zip: ] Fax:

NPI AND License: (] Email:

Provider Signature Date

FAX: +1 (208) 963-3245 | EMAIL: intake@infusionspecialists.org | VISIT: infusionspecialists.org
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