
GREATER CHICAGO INFUSION CENTERS
A DIVISION OF GREATER CHICAGO SPECIALTY PHYSICIANS

PHONE: 630-339-5300 • FAX: 630-339-5305 • GCSPDOCS.COM

INFUSION REFERRAL FORM

PATIENT NAME: ______________________________________________________________________________________________________________

DOB: ______________________________________________________ SSN#: ____________________________________________________

PHONE: ____________________________________________________ EMAIL: ___________________________________________________

ADDRESS: ______________________________________________________________________________________________________________________

CITY: ___________________________________________________________________________ ST: ____________________ ZIP: ___________________

PRIMARY PAYER: _____________________________________________________________________ GROUP: __________________________________

SUBSCRIBER NAME: _____________________________________________________ ID: ____________________________________________________

SECONDARY PAYER: __________________________________________________________________ GROUP: __________________________________

SUBSCRIBER NAME: ______________________________________________________ ID: ___________________________________________________

OFFICE NAME: ___________________________________________________ CONTACT NAME: _______________________________________________

ADDRESS: ________________________________________________________ CITY: __________________________ ST: ________ ZIP: _____________

OFFICE PHONE: __________________________________________________ OFFICE FAX: __________________________________________________

REQUESTED MEDICATION NAME: __________________________________________________________________________________________________

DIAGNOSIS CODE(S): ____________________________________________________________________________________________________________

ALLERGIES: ____________________________________________ HEIGHT: ______________________ WEIGHT: __________________

⎕ Pre-Medications and/or PRN Medications as per standard protocol

⎕ Other: ________________________________________________________________________________________________________

PRESCRIBER’S NAME _____________________________________________________________________________________________________

PRESCRIBER’S SIGNATURE: _____________________________________________________________________________________________________

Ink sign only (no stamps or nurse signature) for insurance compliance

NPI: ___________________________________________________ DATE: _____________________________

Please send the following along with the referral:

⎕ Progress Notes/History/Physical ⎕ Recent lab results ⎕ Current medication list ⎕ Copy of insurance card(s) - front and back


