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 New patient

Referral date Q Current patient

Patient name

(@ PATIENT INFORMATION

Date of birth

Street address

U Male U Female

Apt #

City

Parent/Guardian (if applicable)

State

Zip

Phone

Employer

Primary insurance company

May we contact the patient regarding insurance benefits and product delivery? U Yes U No

Insurance company phone

Insured name

Insured employer

Identification #

Date of birth

Drug card company

RxBIN #

Policy #

Insured name

Insured employer

Identification #

Group #

Drug card company phone
PCN # Person code
Group #
Secondary insurance company
Insurance company phone
Date of birth
Group #

Please attach copy of front and back of patient’s insurance cards, if available.

\n lieu of completing this section, please provide a copy of the patient’s demographic page.

J

accredo

Q\’\m‘ ical Care Systems*

(@ PRESCRIBER INFORMATION h

All fields must be completed to expedite prescription fulfillment.
Prescriber name and title

Practice specialty
Office contact
Street address Suite #

City State Zip

Phone Fax

NPI # License #

UPIN #

Referral source (check one) 1 Prescribing physician 1 Patient self-referral 1 No referring MD
O Referring MD (if different from prescribing MD)

Date Time

Name and title of person faxing this form

-
(© CLINICAL INFORMATION h

To support the diagnosis, include a history and physical, invasive hemodynamic testing results,
medication profile, echocardiogram results, relevant lab work, and any pertinent supporting clinical data.
Primary diagnosis

ICD

Description

Other relevant diagnosis
ICD

Description

Weight W1lbs Ukg Height Winches Ucm Diabetic dYes U No
U NKDA U Known allergies

Allergic reaction

N
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Results of invasive hemodynamic monitoring
Cardiacindex  Pulmonary capillary
wedge pressure

Date

Before inotrope infusion
On inotrope infusion

Cardiac drugs provided immediately prior to inotrope infusion (include drug, dose, and frequency)

(@ DATA COLLECTION h

Does this represent maximum tolerated doses of these drugs? U Yes U No
Breathing status (check one in each column)

Prior to inotrope infusion At time of discharge

No dyspnea on exertion Qa d
Dyspnea on moderate exertion Qa a
Dyspnea on mild exertion Qa d
Dyspnea at rest Qa a

If continuous infusion is prescribed, have attempts to discontinue inotrope infusion in the hospital
failed? 1 Yes U No
Additional information

If intermittent infusion is prescribed, have there been repeated hospitalizations for heart failure during
which parenteral inotropes were required? U Yes 1 No
Additional information

Is the patient capable of going to the physician for outpatient evaluation? U Yes U No
Is routine electrocardiographic monitoring required in the home? U Yes 1 No

\Has the patient been stabilized on the prescribed inotrope dose for 24 hours? U Yes U No Y,

(@ MEDICATION ORDERS

[ Milrinone U Other
U Intermittent Frequency
Instructions

[ Dobutamine
4 Continuous
Duration

Dose information

Dose mcg per kg per min Dosing weight kg

Flush orders
Orders
Flush instructions

Refill information (checkone) Q0 01 02 O3 Q4 A5 Qe 07 08 Q9 110 AN

IV access (check one) QPICC Q Midline Q Other

Type Length # lumens
Labs acBC  UCmp U BNP U Other
Frequencyoflabs L Weekly U Other

Select one [ Urgent—patient in hospital
U Emergent—Admission within 48-72 hours
U Standard—Admission after 4 days or more

Start-of-care date Tentative discharge date

Home nursing request to be provided by Accredo/Critical Care Systems nursing staff (check all that apply)
U In-hospital training by Accredo/Critical Care Systems

U Post-visit/in-home follow-up

U Decline all referenced nursing

If nursing services will be required for therapy administration, the home health nurse will call for additional
orders per state regulations.

Other instructions

dCCT@dO ’ ‘ é‘???zcal Care Systems*

Address 1:
Address 2:
Phone:

Please fax completed form to

Accredo/Critical Care Systems will contact the patient and/or physician’s office for additional information as needed.

Accredo Health Group, Inc., and Critical Care Systems are wholly owned subsidiaries of Medco Health Solutions, Inc.
© 2011 Medco Health Solutions, Inc. All rights reserved.
101811 amc3815

Discharge planner/coordinator name
Date
Fax Office/page phone

Time

By signing below, | certify that the above therapy is medically necessary.

Prescriber’s printed name

Prescriber’s signature (sign below) Date
Dispense as written Substitution allowed
\ (Prescriber attests this is his/her legal signature. NO STAMPS) /
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