
 

 

Infusion Therapy 
 

 

Please call (800) 940-5151 before faxing to ensure delivery.
Fax: (800) 676-3127

Please attaCh deMOgraPhiCs and subsCriber’s insuranCe Card/inFOrMatiOn.

Patient Name: ________________________________________________________________________

Diagnosis: ___________________________________________________________________________

Surgical Procedure: ____________________________________________________________________

Ordering Physician: ____________________________________________________________________

Phone: (         ) ________________________________________________________________________

type of Medication/dose/Frequency:

Rx: _________________________________________________________________________________
Duration Rx: _________________________________________________________________________
Next Dose Due: _______________________________________________________________________
Please attach a specific Rx for TPN Formula.

Allergies: ____________________________________________________________________________

Height: ________________________________________Weight: _______________________________

o HHC to insert PIV or Midline
Type of Line:  o PICC    o Groshong    o PIV    o Port    o Other: _______________________________
Number of Lumens:  ___________________________________________________________________

Has the patient had this IV medication before?   o Yes     o No
o If no, please order ANA kit.

Labs Ordered:  ________________________________________________________________________

____________________________________________________________________________________

Physician’s Signature: ____________________________________________ Date: __________________

Confidentiality Note: This facsimile and all contents contain confidential information belonging to the sender, which may be privileged, confidential or 
otherwise protected from disclosure. The information is intended to be for the addressee only. The authorized recipient of this information is prohibited from 
disclosing information to any other party and is required to destroy the information after its stated need has been fulfilled.

If you are not the addressee, any disclosure, copy, distribution or action taken in reliance on the contents of this facsimile is strictly prohibited. If you have 
received this facsimile in error, please notify the sender immediately by calling the telephone number above and destroy the original facsimile and all copies.

BC080585-1008

Managed Care Office
8452 118th Ave. N. 
Largo, FL 33773


