SGH Anticoagulation Practice Referral Form





Patient Label
 ( Primary Care Clinic, Suite 201







       22341 West 8 Mile Road, Detroit, MI  48219








       Phone:  (313) 592-3535     Fax:  (313) 592-3538
**PLEASE CALL TO CONFIRM RECIEPT OF REFERRAL




          REFERRING PHYSICIANS INFORMATION 




 PATIENT REFERRED 

Referring Physician (please print):  __________________________________
 

Name:                               ________________________________

Address: 


         __________________________________
   

Medical Record Number:  ________________________________




         __________________________________
  

Date of Birth:                     ________________________________

Phone/Pager Number:                    __________________________________
   

Address:                            ________________________________

Fax Number (important):                 __________________________________




          ________________________________

Primary Care Physician:                 __________________________________
                   

Phone Number: ________________________________

Phone Number:                              __________________________________

	Indication for Anticoagulation Therapy :                

        ___________________________________________________
	          Present dosing regimen of warfarin and/or LMWH:   

                        _________________________________________________


WARFARIN 





LMWH





         RECENT LABS:
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TEST:             DATE:              RESULT: 















 PT:
          /        /              ________















 INR:
          /        /              ________















 Hb/HCT:         /        /              ________















 PLTS:
          /        /              ________















 INR:
          /        /              ________
OTHER MEDICAL PROBLEMS:
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CURRENT MEDICATION LIST (INCLUDE NAME AND DOSE):
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Attending Physician Signature: 

By my signature, I understand that my patient will be dosed on warfarin and/or LMWH by the clinical pharmacists of the SGH Anticoagulation Practice according to established policies and procedures.  In addition, I grant prescriptive authority for these agents.  The clinical pharmacist may schedule appropriate laboratory draws and clinic visits according to patient need within the guidelines of the clinic policies and procedures.  The referring physician is still responsible for the patient.  The clinical pharmacists are working under the supervision of the referring physician. 
Referral Process
1. Attach the latest progress note and/or H&P and Financial Data Sheet.  

2. Call the Anticoagulation Practice to confirm referral and acceptance of patient into clinic with the clinical pharmacist.

3. Complete referral and fax or forward to Anticoagulation Practice.  We will contact your patient to schedule their follow-up visit upon receival of a signed referral form.    
Form has been adapted from the DMC Anticoagulation Referral form at HUH.






Date Therapy         Expected duration of therapy:


Started: 		   � Not applicable 


      /         /	   � continue until INR therapeutic


   �  Other:








Date Therapy       Expected duration of therapy:


Started: 	 	  �   Indefinitely 


     /       /                 �   MD to evaluate as outpatient


                        �   Other: 


TAREGT INR: 


(circle one)           2 to 3    2.5 to 3.5     Other: _________














