
 
 INFUSION THERAPY REFERRAL FORM 
  

Please completely fill out this form and include the following patient information: 
Verified demographic form; insurance information; physician orders. 

 
Fax or Call our Specialty Pharmacy Services Access 

Fax:  (503) 215-8435 
Phone:  (503) 215-4633 or (800) 772-7053 

Today’s Date / Time:       

Referral Source: 

Name:       

Phone:       

Fax:       

PATIENT:       

DOB:        

Social Security Number:        

Insurance Information: 
 Faxed  

Or specific info: Insurance Company:       
 
ID / Policy #:                          Subscriber:       

Demographic Page:  
 Faxed  

Or specific info: Address:       
 
Phone Number:       

Ordering / Following Physician:  

Name:       

Phone:       

Fax:       
Medication Ordered: 

 
*  Physician Orders Faxed *  

      

Diagnosis for Therapy:       

Diagnosis Code:       

Anticipated Start of Care:       

Allergies:        

Type of Central Line:        
 Faxed Record of Central Line Insertion 

X-Ray Verification of Tip Placement: 
 Faxed        

History & Physical   Faxed Received By:       

Ordering Physician Signature 
           

ADDITIONAL NOTES/COMMENTS:       
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