
INFUSION THERAPY REFERRAL FORM

  Ship to: Patient Physician / Clinic Date Shipment Needed: Rx: New Refill

PATIENT INFORMATION

 Patient's Full Name:

 Address:

 City, State, Zip:

 Home Phone:

 Alternate Phone:

 Patient's Social Security Number:

 Patient's Date of Birth:

 Allergies:

 Patient's Gender (Male or Female):

IMPORTANT NOTICE:  This message is intended for use of only the named addressee and may contain information that is proprietary and confidential.  If it is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address 
and telephone number set forth herein and obtain instructions as to disposal of the transmitted material.  In no event should such material be read or retained by anyone other than the named addressee, except by express authority of the sender to the named addressee.

Diagnosis: ICD9 Code:

Patient Weight: Height:

Primary Insurance:

ID #: Phone:

Secondary Insurance:

ID #: Phone:

PLEASE FAX COPY OF INSURANCE CARD (FRONT & BACK)

IV MEDICATION

Ancef (Cefazolin)

Cubicin (Daptomycin)

Invanz (Ertapenem)

Levaquin (Levofloxacin)

Maxipime (Cefepime)

Primaxin (Imipenem)

Rocephin (Ceftriaxone)

Solu-Medrol (Methylprednisolone)

Unasyn (Ampicillin-sulbactam)

Vancomycin (Vancocin)

Zosyn (Piperacillin)

IVIG (Immune Globulin)

TPN (Parental Nutrition)

Other:

DIRECTIONS (Frequency of Administration)

NURSING 1st DOSE LINE ACCESS

AP NURSING

AGENCY

PICC PERIPHERAL

OTHER

ADDITIONAL IV THERAPY SERVICES REQUESTED

PICC LINE CARE 

LABS

WOUND CARE

PHARMACOKINETIC DOSING

SPECIAL IV INSTRUCTIONS

Weekly Monthly

Weekly Monthly

Weekly Monthly

Weekly Monthly

Orders:

Orders:

Orders:

Orders:

PRESCRIBER INFORMATION

Physician's Name (Please Print): NPI#:

Address: License#:

City, State, Zip: DEA#:

Phone: Fax: Contact Name:

Physician's Signature: Date:

Phone: 973-350-6155  Fax: 973-556-1560

I authorize Apollo Specialty Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization process.


	form1[0]: 
	#subform[0]: 
	CheckBox1[0]: 0
	CheckBox2[0]: 0
	TextField1[0]: 
	CheckBox3[0]: 0
	CheckBox4[0]: 0
	TextField2[0]: 
	TextField3[0]: 
	TextField4[0]: 
	TextField5[0]: 
	TextField6[0]: 
	TextField7[0]: 
	TextField8[0]: 
	TextField9[0]: 
	TextField10[0]: 
	TextField11[0]: 
	TextField12[0]: 
	TextField13[0]: 
	TextField14[0]: 
	TextField15[0]: 
	TextField16[0]: 
	TextField17[0]: 
	TextField18[0]: 
	TextField19[0]: 
	TextField20[0]: 
	TextField21[0]: 
	CheckBox5[0]: 0
	CheckBox6[0]: 0
	CheckBox7[0]: 0
	CheckBox8[0]: 0
	CheckBox9[0]: 0
	CheckBox10[0]: 0
	CheckBox11[0]: 0
	CheckBox12[0]: 0
	CheckBox13[0]: 0
	CheckBox14[0]: 0
	CheckBox15[0]: 0
	CheckBox16[0]: 0
	CheckBox17[0]: 0
	CheckBox18[0]: 0
	TextField22[0]: 
	TextField23[0]: 
	CheckBox19[0]: 0
	TextField24[0]: 
	CheckBox20[0]: 0
	TextField25[0]: 
	CheckBox22[0]: 0
	CheckBox23[0]: 0
	TextField26[0]: 
	CheckBox24[0]: 0
	TextField27[0]: 
	CheckBox25[0]: 0
	CheckBox26[0]: 0
	CheckBox27[0]: 0
	CheckBox28[0]: 0
	CheckBox29[0]: 0
	CheckBox30[0]: 0
	CheckBox31[0]: 0
	CheckBox32[0]: 0
	TextField28[0]: 
	TextField29[0]: 
	TextField30[0]: 
	TextField31[0]: 
	TextField32[0]: 
	TextField33[0]: 
	TextField34[0]: 
	TextField35[0]: 
	TextField36[0]: 
	TextField37[0]: 
	TextField38[0]: 
	TextField39[0]: 
	TextField40[0]: 
	TextField41[0]: 
	TextField42[0]: 
	TextField43[0]: 




