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Referral Form for Infusion

PLEASE FAX this completed form and the documents (listed below) to:
(530) 276-0077 (fax)

— Referring Physician . — Patient Information: |

Date (mm/dd/yy): Patient Name:

Referring Physician Name / Facility:

Patient DOB (mm/dd/yy):
Address: Patient Contact Number:

Patient Insurance (Primary):

Patient Insurance (Secondary):

Phone:

Fax:

NPI Number: Patients PCP:
N AN J
— Infusion Details: )

Recommended / Ordered Treatment (please include your order):

Pre-Medications Needed:

- J

— To ensure timely scheduling, please FAX the following documents: —

Copy of patient demographics All pertinent labs/imaging from the last year
(including TB and Hepaititis testing results)

Copy of insurance cards

The ORDER for Gl Infusion, medication treatment
Last 3 visit notes and dose recommended

1335 Buenaventura Blvd,, Suite 100 Redding, CA 96001
¢, (530) 276-0075 @& (530) 276-0077
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