
Outpatient Infusion Center 
Physicians Pavilion II, Suite 511 
510 Upper Chesapeake Drive 
Bel Air, MD 21014 
Phone: 443-643-3232 
Fax: 443-643-3291 

 

Infusion Center 
Request for Services Form 

 
Referring Physician Name: _______________________________   Phone: _________________ 
                 
Patient Name: _______________________ DOB:________SS #  _ _ _   _ _    _ _ _ _ (Optional) 
 
Telephone Numbers:  Home #___________________ Alternate #____________________ 
 
Patient Address: _______________________________________________________________ 
 

 New Patient  Follow-Up Visit  Urgent visit (please schedule as soon as possible) 
 

CONFIDENTIALITY NOTICE 
The documents accompanying this telecopy transmission contain confidential information belonging to the sender which may be legally privileged and 
confidential. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, you are hereby 
notified that any disclosure, copying, distribution or the taking of any action in reliance on the contents of this telecopied information is strictly prohibited. If 
you have received this telecopy in error, please notify the sender immediately by telephone. 

REQUEST FOR SERVICE (check all that apply): 
 

Blood product transfusion Chemotherapy  
Bone Marrow Biopsy  Medication (other)  
Port Flush   IV Hydration      
PICC Line Insertion  IV Medication        
Infusion (other) __________________________  

    
 
 
 

Diagnosis: ___________________ 
 

 Anemia 
   Aplastic 

 Chemo induced 
 Due to CKD 
 Due to malignancy 
 Blood Loss 
 Chronic Disease 

 Other Anemia type:  __________ 
  

 Dehydration 

Cancer Diagnosis

______________________ 
 

 Primary 
 Blood forming 

 
Metastatic Sites (list all) 
______________________
______________________
______________________
______________________ 

Estimated Length of Time (Complete if known)   Please Schedule Return Visit 
 15 minutes         300 minutes (5 hours)     
 30 minutes     360 minutes (6 hours)  _____  Day (s) 
 60 minutes (1 hour)   420 minutes (7 hours)  
 120 minutes (2 hours)  480 minutes (8 hours)  _____  Week (s) 
 180 minutes (3 hours)  Other (give brief description) 
 240 minutes (4 hours)    

 
 Treatment Chair  Patient requires private treatment room  Reason: ________________________ 

 
Special Instructions_____________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 

 Patient will require transportation home with a responsible adult 
 
__________________________________________  _________________________ 
Signature of individual completing this form   Date 
 
Please fax the following additional information: 

• Physician order sheet 
• Signed consent form (blood product or chemotherapy)  
• Photocopy of patient insurance information 
 

___________________________________________  _________________________ 
Signature of UCH Infusion Center Team Member  Date  


