L)X BLEEDING DISORDERS TEL: 877-337-3002 FAX: 888-385-2805

INFUSION

PATIENT INFORMATION

PATIENT REFERRAL FORM

Please email completed form and prescriptions to
hemo-intake@luxinfusion.com
or fax to Hemophilia Center of Excellence at 1-888-385-2805
Referral taken by
Today's Date

Patient Name Patient DOB LI Male [ Female
Social Security

Street Address City State Zip
Home Phone Cell Phone

Delivery Address and Special Instructions

Email Address Work Phone

Marital Status/Minor?

Mother's Name

If Patient is a Minor, provide Parent (Guardian) information:

Father's Name

Emergency Contact Name

Work Ph Cell Ph
Work Ph Cell Ph
Phone Relationship

PATIENT DIAGNOSIS

Needs Delivery By

Diagnosis Severity

Port/Access Device Product

Dose Quantity on Hand
On Prophylaxis? [ No [ Yes Prophylaxis Schedule

Self-Infusing? [ No [ Yes

Nursing Needs

Ancillaries

Other Significant Diagnosis

TREATMENT CENTER
Hospital/HTC

CLINICAL INFORMATION
Height Weight
Allergies (drug, food, or environmental)

Other Medications Taken (Rx, OTC, or herbals)

Okay to call for script? [1No [ Yes

Physician

Phone Fax

Nurse

Phone Fax

Primary Insurance

INSURANCE INFORMATION

Phone

Name of Insured

Insured’s DOB Relationship to Patient

Insured’s Employer

Subscriber ID

Employer Group #

Insured'’s Social Security #

Secondary Insurance

Please obtain copies of insurance and pharmacy cards (front and back) Completed coordination of benefits? [1No [l Yes

Phone

Name of Insured

Insured’'s DOB Relationship to Patient

Insured’s Employer

Subscriber ID

Employer Group #

Insured’s Social Security #

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute, or copy this fax. Please notify the sender immediately
if you have received this document by mistake, then destroy this document. Please direct all verification or notification to LUX Infusion or any of its subsidiaries using the contact information provided on this cover sheet. RF034-BD_v3 11/19

Please visit luxinfusion.com for more information
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