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INFUSION SUITE REFERRAL

PLACE PATIENT LABEL HERE
Patient Name:______________________________________

Birthdate:______________________________________________

Colby Campus  •  1321 Colby Ave.
Pacific Campus  •  916 Pacific Ave.

Pavilion for Women and Children  •  900 Pacific Ave.
Providence Regional Cancer Partnership
1717 13th Street  •  Everett, WA 98201
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LIP Signature:______________________________________ Date:_ _________ Time:_________

(This referral must be used in conjunction with order set for Infusion, blood, iron, or written orders 
for wound care)

To Department: WEV Infusion Suite

Ordering Provider:_______________________________________________________________

Priority:    Routine      Urgent      Elective

Plan Start Date: __________/__________/__________

Diagnosis:_____________________________________________________________________

Reason (do not write orders here):__________________________________________________

Number of Visits:_______________

Scheduling Instructions:_ _________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________
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