NORTHEAST REGIONAL
Infusion Services

Richardson

MEDICAL CENTER STAT REFERRAL
PHOMNE: (318} 728-8237 FAX: (B77) 2481191
HEADACHE ORDER FORM
PATIENT INFORMATION
Last Name: First Name: MI__ DOB:
HT: in WT: OwsO kg Sex: O Male [ Female Allergies: O NKDA,
Physician Name Contact Name Contact Phone #
NP1 #: Tax ID#: Fax #:
STATEMENT OF MEDICAL NECESSITY
Primary Diagnosis: (ICD-10 Code plus Description)
Date of Diagnosis:
PERTINENT MEDICAL HISTORY
Does patient have venous access? L1 YES ~ [INO  Ifyes,whattype CIMebiPoRT [ piv [ piccLNe [ OTHER:
a) 500 mL BAG OF 0.9% NS MAY BE HUNG AT KVO RATE
PRESCRIPTION ORDERS
SELECT MEDICATION DOSE ROUTE FREQUENCY DURATION

BENADRYL

O
MPAZINE

0 co
0 DEPACON
0 DHE 45

DILANTIN
O
0 KEPPRA

KETOROLA
0 OROLAC
0 METHYLPREDNISOLONE

METOCLOPRAMIDE
0 OCLO

RPHENADRINE
0 0
0 PROMETHAZINE
0 VYEPTI 100 mg v Once Every 3 Months
0 0.9% NS
PREMEDS LABS
SELECT MEDICATION DOSE ROUTE SELECT LAB REQUESTED WHEN FREQUENCY
NONE NA NA NONE NA NA
o [N o |
[0 | BENADRYL W O BMP [ prior [ post
ACETAMINOPHEN MP

O ¢ ° O ¢ [ prior [ PosT
0 OXYGEN 0 BUN/CREATININE [ prior [ PosT
O | ZOFRAN W o | O prior O posT
O | Other O |&R O prior [ posT
O | Other O | Other O prior [ posT
Physician’s Signature Time Date
*Signature Must Be Clear and Legible
Cosignature (If Required) Time, Date

*Signature Must Be Clear and Legible

Fax completed form, supporting documentation, facesheet, and insurance cards to the Outpatient Infusion Center at 1 (877) 249-1191.

vers001.13




