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Nursing Outpatient Services (NOPS)

INFUSION REFERRAL FORM

Referring Provider:

Phone:

Patient Name:

Phone:

DOB:

Allergies:

Height:

Weight:
Resuscitation status: o0 Full Resuscitation o DNR o0 DNI o Other

Diagnosis:

ICD-10:

CPT:

Type of Service:
o IV medication
o IM/SQ medication

0 CVC Flush o Other:
0 CVC Dressing Change

O Lab Draw 0 Blood Transfusion

Drug: Dose: Route:
HCPCS#:

Frequency:

Start Date: End Date:

O Pre-medications:

Lab Orders:
O

Required Support Documentation

o Recent chart note or H&P
O Is insurance Medicare?
O Include Pre-authorization by insurance if not Medicare

Printed Name:

X

Referring Provider Date:

Please FAX completed form to 509-493-5102
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