
PILOT 

Outpatient Infusion Referral and Order 
 

All information is to be completed, prior to scheduling the initial infusion appointment. Indicate “N/A” when appropriate. 
DEMOGRAPHIC INFORMATION 

Patient’s Name: ___________________________________ Date of Birth: __________________________________ 
 
Patient’s Address: _________________________________ City, State, Zip: ________________________________  
 
Social Security #:___________________________________ Patient’s Phone #:______________________________ 

CLINICAL INFORMATION: 
Patient Allergies: __________________________________   Height: ____________Weight: __________kg or lbs 
 
Physician: ________________________________________ Diagnosis:_____________________________________ 
 
Medication or Blood Product: _______________________________ Infusion Dose: _________________________
  
Frequency/Duration: ________________________________� Clinical Trial   or � Drug Replacement Program 
 
 
 
 
 
 

FINANCIAL INFORMATION: 
 

Insurance: ________________________________ Policy #:_____________________ Effective Date____/____/____ 
 
Authorization Contact (Name):______________________________ Phone Number: _________________________  
 
Date: ______/_____/______      Covered Benefit: � YES � NO Prior Authorization: � YES � NO 
 
Prior-Authorization # or Mercy FA#:___________________ Authorization Date____/____/____ to ____/____/____ 
 
Compendia (if indicated): _______________________  Medical Necessity Information:________________________ 
 
Additional Information or Comments:  _______________________________________________________________ 
 
 
Ordering Clinician Signature    Phone Number    Date/Time 
 
Fax the following information: 
� H&P (less than 30 days old or updated focus note on patient’s condition) to Infusion Center 
� Current medication list to Infusion Center 
� Patient’s Financial Information (1040 Tax Forms, Other Financial Application Forms, if indicated) to Financial Counselor 
� Advance Beneficiary Notice (ABN) signed, if indicated with Financial Counselor 

 
Ambulatory Infusion Center – West 1 Outpatient Treatment Center Heart Failure Treatment Center 
West 1     8 South    9 South 
Phone: 515-643-8768   Phone: 515-643-2006  Phone: 515-643-2775 
Fax: 515-643-8926   Fax: 515-643-8834  Fax: 515-643-8916 
 
Please see reverse side for Mercy Financial Resource Algorithm.   Patient Chart Copy 
 

Disease: __________________________________ 
� Primary OR � Metastatic

Anemia related to: � Neoplastic Disease OR 
� CKD     OR     � Treatment Related Anemia 
 

Date of Labs: ____/____/____   Hgb: ______ Hct: _______
Calc Creatinine Clearance:_______(>35 mL/min) 
Normal Serum Calcium Level: � Yes OR� No



PILOT 

 

Does the 
patient have 
insurance?

Refer to the 
Reimbursement 
Reference on 

Mercy’s website 
(see below)

Physician’s office 
calls Mercy 
Financial 

Counselor. Fax 
referral/order form 

to 643-8976.

Patient’s Last 
Name starts with 

A-M
Carla 643-2146 

(M-F 7am-4:30pm)

Patient’s Last 
Name starts with 

N-Z
Diane 247-3174 

(M-F 7am-4:30pm)

Any other 
questions or 

concerns
Debbie 643-8639 

(M-F 7am-4:30pm)

Financial 
Counselors work 

with Contract 
Management for 

estimate.

Contract Managment 
contacts Pharmacy 
(247-3262 or 247-

3283) for estimates 
and potential drug 
assistance options.

Financial 
counselors plan 

deposit 
arrangement and 
assigns financial 

payment #.

Financial 
Counselors share 
patient’s plan with 
physician’s office.

Physician’s office 
faxes completed 

referral/order form 
and necessary 

additional patient 
information to 

infusion clinic to 
schedule patient’s 

appointment. 

Infusion Center 
schedules 

appointment for 
patient. All forms 

have patient label.

Charity Care 
arrangements 

made by Patient 
Accounts, if 

necessary. Refer 
to corporate policy

Start at 
physician 

office

End

YES

NO

Outpatient Infusion Financial Algorithm

Financial 
Counselors 

complete analysis 
of patient’s 

financial 
resources.

Physician’s office 
to call Infusion 
Center & faxes 

referral to 
schedule patient’s 

appointment.

Infusion Center 
schedules 

appointment for 
patient.

End

If financial 
resources 

exhausted, call 
Administrator On-
Call  (314-4217) 
for approval to 

schedule patient.

Will insurance 
cover the 

needed care?
YES

NO

 

Reference: 
http://www.mercydesmoine
s.org/for_med_prof/reimbur

sementReferences.cfm 
 

*Laboratory Results 
needed on reverse side 
may be indicated for 

the following infusions 
(but not limited to): 

Epogen, IVIG, Reclast 
and others 
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