
PharmaScript Ambulatory Infusion Center6170 N. Durango 
Dr. Suite 250, Las Vegas, Nevada 89149 Phone: 702.701.7741 

fax: 702.701.8747 eFax: 312.277.9575 
Infusion Referral Form

Patient Name: __________________________________________ SSN#: ______________________ Phone#: ______________________________ 

Address: _________________________________________ APT#: ________ City: __________________ State: _____ Zip Code: ______________ 

DOB: __________________ HT: _________ WT: __________ Emergency Contact: __________________________ Phone #: _________________ 

Allergies: ______________________________________ Diagnosis: ________________________________________________________________ 

Primary Insurance Carrier:_____________________________ Primary Insurance Phone#: _____________________________ 

Card Holder ID: _______________________________ Group#: ______________________________________ (Please Attach Copy of Card) 

Line Type: [] Peripheral [] Port [] SL PICC [] DL PICC [] CVL (Please attach placement paperwork) 

Prescriber: ___________________________________ Office: ______________________________ Contact: ________________________________ 

Office Address: _________________________________________ City: ___________________ State: ________ Zip Code: ____________________ 

Phone: ________________________ Fax: _______________________ NPI#: _______________________ DEA#: ____________________________ 

Prescriber Signature: _________________________________________ Date: ______________ Start of Care Date: __________________________ 

(Please note for Insurance compliance the prescribing physician must sign Rx, no stamps or nurse signatures) 

MEDICATION/s DOSAGE ROUTE FREQUENCY 

   Saline flush per Pharmacy protocol       Heparin flush (10 U/ml, if pedia; 100 U/ml, if adult): 5 ml at end of SASH   Other: Cathflo PRN 

Pre-Medications:   (medications in this section are a single dose prior to IV administration or other meds, unless otherwise indicated) 
Acetaminophen 650 mg P.O 
Acetaminophen 1000 mg P.O 
Diphenhydramine 25 mg   PO    IV 

  ______ mg IV Hydrocortisone (Solu-cortef) 
Methylprednisolone (Solu-Medrol)   ______ mg IV  
Cetirizine HCI (Quzyttir)   _______mg IV
Other: _____________________________________ Diphenhydramine 50 mg    PO    IV 

PRN Medications: 
Diphenhydramine HCl _______ mg IV x 1 PRN for infusion hypersensitivity reactions. 
Solu-Medrol ______ mg IV x 1 PRN for hypersensitivity reactions. 
Zofran _____ mg IV x 1 prn nausea  
Topical Anesthetic cream apply to skin prior to PIV catheter insertion as needed for pain 

Anaphylaxis and ADR Prevention Kit Orders: 
Per Pharmacy protocol (Epinephrine, Diphenhydramine oral/injectable, acetaminophen, NS bag) 

Oxygen inhalation at ______ liters/min via NC/Face mask 

Additional Orders: For CVD, PICC 

Catheter Care only: Flush access device _________ (frequency) with NS + Heparin to maintain patency. 

   *****Please attach [] History/Physical, [] Most Recent Labs, and [] Current Medication List*****
This message is for use of the individual to whom it is addressed, and may contain information that is privileged, confidential, and exempt from disclosure under applicable law. 
If the reader of this message is not the intended recipient, or the employee or agent responsible to deliver it to the intended recipient, you are hereby notified that reading, 
disseminating, distributing or copying this communication is strictly prohibited. If you have received this communication in error, please immediately notify us by telephone, and 
return the original message to us at the address listed below via U.S. Postal Service. Thank you. 
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