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PATIENT INFORMATION                                        REFERRAL STATUS:  New Referral  Updated Order  Order Renewal

Date:________________ Patient Name: _____________________________________________ DOB:___________________ 

Allergies: _____________________________________________ Weight (kg): _______ Height (cm): ____________________

ICD-10 Code(s) & Description (required): ____________________________________________________________________

(required) The patient’s demographics, insurance, lab results, meds and recent visit notes were sent to Prime Infusions.

The patient has an existing prior authorization:  Yes (please fax Prime Infusions a copy)   No (Prime Infusions will process for you)

PRESCRIBING OFFICE 

Contact Name: _________________________________ Contact Phone Number: ___________________________________

Ordering Provider: ______________________________________  Provider NPI: ____________________________________

Practice Name: _________________________________ Phone: _________________________________ Fax: ____________

CLINICAL HISTORY 

Diagnosis Codes (check all that apply):
	� Anemia in Chronic Kidney Disease D63.1

		  AND
	� CKD Stage 3 N18.3 ______ (requires 5th character)
	� CKD Stage 4 N18.4
	� CKD Stage 5 N18.5

Is the patient on hemodialysis?  Yes – patient cannot receive injection at Prime Infusions.   No

Current Labs: Date Drawn: ___________ Hemoglobin (hgb): _________   Hematocrit (hct): _________

Injection will be held if hemoglobin level is ≥ 11. Hemoglobin required within 30 days.

LAB ORDERS 

Collect:     BMP    CMP    CBC w/ diff   CBC w/o diff     Renal Panel    __________

Lab Frequency:  EVERY injection  Monthly  ______________

THERAPY ADMINISTRATION 

Dose:

	� Procrit (epoetin alfa) Subcutaneous Injection ________ units

	� Aranesp (darbepoetin alfa) Subcutaneous Injection ________ mcg

	� Retacrit (epoetin afla-epbx) Subcutaneous Injection ________ units

	� Frequency:      Weekly x 4 doses    Every other week x 2 doses    Monthly x 1 dose

Date of last injection if not at Prime Infusions: ___________ *Order expires in 30 days.

ADDITIONAL NOTES FROM REFERRING OFFICE: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

PROVIDER NAME (PRINT) PROVIDER SIGNATURE DATE

Brooklyn
5221 Foster Ave,

Brooklyn NY 11203

Five Towns
156 Jefferson street

Inwood, NY 11096

Great Neck
170 Great Neck Rd. Suite 1 

Great Neck, NY 11021

Howard Beach
16150 92 Street,

Howard Beach, NY 10414

Queens
163-03 Horace Harding 
Expressway Lower Level

Fresh Meadows, NY 11365

Manhattan
55 East 87 Street #1D

New York, NY 10128


