Phone 818.557.0308

Prime Aid Pharmacy

Fax 818.433.7662

INTAKE FORM

Date:

Time:

PATIENT INFORMATION

Referral Taken by:

Allergies:

Patient Name

Primary Caregiver

Address Alternate Delivery Address
Home Phone DOB Alternate Phone #
S.S# Cell Phone #
Gender Weight Height Discharge Date

Male / Female (Ibs)

(inches)

Referral Source

Discharge Time

Case Manager/
Discharge Planner

Therapy Start Date
and Start Time

Phone

Hospital and Room #

CLINICAL INFORMATION

Primary Diagnosis

Other Medical Conditions Diabetes  Type: 1 or Il Ambulatory
Yes/ No Yes/ No

Has Patient received this medication before? Yes / No

Doctors orders:

Line Type Date Placed: Pump Needed

Peripheral PICC VPICC  Morpheus PICC Midline Broviac Hickman Port a Cath

Groshung Non- Groshung G-Tube J-Tube Other:

# of Lumens: Location: Right Arm Left Arm Chest Abdomen Other:

Nursing Agency Contact Person Phone#

Primary/Ordering Physician Contact Person Phone #

Address

Payor Information

Primary Ins. Co ID# Case Manager

Phone # Group# Phone #
Relation to Insured: Self Authorization #
Spouse Child Other

Secondary Ins. Co ID# Case Manager

Phone # Group # Phone #

Policy Holder Relation to Insured: Self Authorization #
Spouse Child Other

Employer Employer Phone #

Reason for Denial:-




