
UNIVERSITY OF KANSAS MEDICAL CENTER 
DEPARTMENT OF INTERNAL MEDICINE 

3901 RAINBOW BLVD. 
KANSAS CITY, KS  66160 

Phone:  913-588-3402 FAX:  913-588-8182 
Outpatient Infusion Therapy and Apheresis Center Patient Referral/Orders 

 
Please schedule the patient with: 

 1st Available______________  Daniel Stechschulte, MD  Herbert Lindsley, MD 
 Shashank Radadiya, MD  Kevin Latinis, MD 

 Patrick Moriarty, MD 
 On Call Staff ,beeper 

#________________________ 
 Other___________________   

Please complete all requested information below and fax or mail this form along with patient’s 
medical records.   
NOTE: An Appointment Will Not Be Scheduled Until This Form, Records, Orders 
and Authorization Are Received.  Please complete orders on reverse side. 

PATIENT INFORMATION 
Name: 
 

DOB: 

Home Phone: 
 

Other Contact Phone: 

Address: 
 
Print or type the reason for this consultation (TO BE COMPLETED BY THE REFERRING PHYSICIAN: REQUIRED) 
   714.0   Rheumatoid Arthritis              357.81  CDIP                                             279.03 other selective immunodefic. 
   710.0   SLE                                          710.3-.4   Dermato- polymyositis             279.05  immunodef. W increased IgM 
   555.9  Crohn’s Disease                       279.03, .04   CVID                                    279.06  common variable immunodefic. 
   287.3   ITP                            728.89 I.B.M.                                            279.12  Wiskott-Aldrich syndrome 
 Other  ________________________      279.2  Combined immunity deficiency    272.0 Hyperlipidemia 
 
Drug:      Remicade ____________     IVIG  _____________   Lipopheresis_________________Other ____________ 
 
Frequency of Infusion  _____________________________Anticipated Duration_______________________________ 
 
*********NOTE ORDERS AND REFERRING PHYSICIAN SIGNATURE ON BACK OF FORM. **************  

INSURANCE INFORMATION 
Ins. Carrier Name & Phone Number: 
 
 

Plan #: 

Is pre-authorization required for service*?    
   (Circle)         Yes         No 
If yes, please provide authorization number below: 
 

Is referring physician patient’s PCP*?   
   (Circle)         Yes         No 

If referring physician is NOT the PCP, please list name and phone number of PCP below*: 
 
 

REFERRING PHYSICIAN INFORMATION 
Physician Name: 
 
Practice Name & Address: 
 
Phone: FAX: 

 
 

Authorization/referral verified:   Y    N       Date:______________________________________________ 
 
Benefits verified:  Y  N     Patient co-insurance amount/infusion____________________ 
 
Appointment scheduled for :  Date_____________________  Time______________________________________________ 



 
 
 
ORDERS FOR INFUSION SERVICES:   
 
 
 
 
 
 
 
 
 
Referring Physician Signature (REQUIRED):   __________________________________________Date_______________ 

 


