VYTL NE Infusion

SPECIALTY PHARMACY Referral Form

PATIENT INFORMATION

PATIENT NAME: DOB: PHONE:

MEDICAL INFORMATION

DIAGNOSIS: ICD-10 CODE:

PATIENT WEIGHT: PATIENT HEIGHT: ANTICIPATED DISCHARGE DATE:
HOME HEALTH AGENCY

VENOUSACCESS:  TYPE: #LUMENS:

OTHER ACCESS: TYPE:

OUTPATIENT FOLLOWING PHYSICIAN:

PLEASE PROVIDE:

O DEMOGRAPHICS

O INSURANCE INFORMATION - MEDICAL/PRESCRIPTION CARDS
O CLINICAL/PROGRESS NOTES

O MEDICATION ORDERS

O RECENT LAB RESULTS

O DISCHARGE LAB ORDERS

O TEST SUPPORTING PRIMARY DIAGNOSIS

ONCE WE RECEIVE ALL NECESSARY DOCUMENTATION, WE WILL SCHEDULE THE PATIENT’'S TREATMENT

CONTACT INFORMATION

DISCHARGE PLANNER/SOCIAL WORKER CONTACT:

PHONE:
FAX:

PHARMACY INFORMATION

VytlOne Specialty Pharmacy VytlOne Specialty Pharmacy
6101 43rd St., Suite C 102 SW 3rd Ave
@ www\ytlOneSpecialty.com Lubbock, TX 79407 Amarillo, TX 79101
Phone: (833) 789-5324 Phone: (800) 657-7122
Fax: (806) 791-1918 Fax: (806) 355-5288

Confidentially NOTICE: This communication is intended for and should be delivered to the individual or entity to which it is addressed and contains information that is privileged, confidential and exempt from disclo-

sure under applicable law. If you are not the named addressee, you should not disseminate, distribute or copy this information. Please notify sender immediately if you have received this document in error.
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