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PHONE:  509-637-2814  FAX:  509-493-5102 

 
PATIENT NAME:  
 
BIRTHDATE:   
 
Phone:                                      
 

OUTPATIENT NURSING SERVICES 
Please FAX completed form. 

Allergies:   _________________________________________________________________ 
Height: ________   Weight: __________________     Date of last weight: _______________ 
Resuscitation status:    □ Full Resuscitation    □ DNR     □ DNI     □ Other_________________ 
Diagnosis: ________________________________________________________________ 
ICD-10:  ___________________                 CPT: ___________________________________ 
Type of Service:  
□ IV medication                          □ CVC Flush                             □ Other: ____________________ 
□ IM/SQ medication                  □ CVC Dressing Change        □ Lab Draw                                   
 
Drug: ______________________   Dose:_______________  Route:  ___________________ 
 
HCPCS______________ Frequency: _____________ (DOS) From:________ to ___________ 
 
□  Pre-medications:  
 
Lab Orders:  
□ _________________________________________________________________________ 

Required Support Documentation 
□ Recent chart note or H&P 
□ Pre-auth Insurance #________________________________________ 
Prior authorization needs to be completed by referring provider.  Please note if P/A not required.   
  
Referring Provider: _______________________________________________________________________ 
 
Referring Provider Signature: ________________________________________ Date: __________________ 
 
Referring Provider Phone: _____________________  Referring Provider Fax# ________________________ 

Shared Drive S:\surgery\OP Nur Ser 

Hospitalist: 
Signature / Date: 

  


