
Specialty Pharmacy & 
High-Tech Nursing

Bleeding Disorder Patient Referral Form

Patient Name: _________________________________________________________________________________      Date: ________________________

SSN#: ____________________________ DOB: _____________ Primary Phone: _________________________  Work Phone: ________________________

Address: ________________________________________________________ City: __________________________ State: ___________  Zip: __________

FAX completed form to ARJ (877) 451-8955
Intake Specialist (866) 451-8804

referral@arjinfusion.com
arjinfusion.com/referrals                                                                 

 

           

 

     

   

          286.0 Hemophilia A (Factor VIII deficiency)                     286.2 Congenital factor XI disorder (Hemophilia C) 
                 D66 Hereditary factor VIII                           D68.1 Hereditary factor XI disorder   

           286.1 Congenital factor IX disorder (Hemophilia B)              286.4 Von Willebrand Disease   
                 D67 Hereditary factor IX deficiency                          D68.0 Von Willebrand Disease

Primary Diagnosis:
286.9 Coagulation defect NEC/NO  

                D68.8 Other specified coagulation defects
               D68.9 Coagulation defect, unspecified 

   Other ICD-10: ______________________________

      
    NKDA           Allergies: ______________________________________________________

Ht: ____________ in / cm           Wt: ___________ lbs / kg                Male          Female

Is this the first dose:         Yes           No    If no, list product: ___________________________

              Copy of insurance card
        Patient demographics, to include insurance information
        H&P
        Labs

Other: ______________________________________

Attach documents to FAX (see below)Patient Information: 1 In order to service your patient and facilitate insurance authorization, complete the following.

Physician Name: __________________________________________________  Office Contact: ____________________________________ 

Address: __________________________________________________________ City: _______________________________________  

State: ____________________ Zip: _____________ Phone: _____________________________ Fax: _____________________________  

License #: _____________________________ DEA#: __________________________________NPI #: _____________________________

______________________________________ Date: _________     I    _____________________________________ Date: ___________

Confidential Health Information:  Healthcare information is personal information related to a person’s healthcare.  It is being faxed to you after appropriate authorization and under circumstances that don’t require authorization.  You are obligated to maintain it in a safe, secure 
and confidential manner.  Re-disclosure of this information is prohibited by law or appropriate customer/patient authorization is obtained.  Unauthorized re-disclosure or failure to maintain confidentiality could subject you to penalties described in federal and state law.  Import-
ant Warning: This message is intended for the use of the person or entity to who it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law.  If the reader of this message is not the intended recipient, or 
the employee or agent responsible for delivering it to the intended recipient, you are hereby notified that any discrimination, distribution, or copying of this information is STRICTLY PROHIBITED. If you have received this message in error, please notify us immediately. 

 
FVIII/FIX activity/severity: _______________%        Date: ______________         Inhibitor Titer: ____________BU/ml           Date: ______________

Method of Administration:  

Orders:  Please complete order instructions below or attach orders to form

Clinical Evaluation:2

Prescriber Information:3

ARJ INFUSION SERVICES 2015-1006

Prophylaxis

___________________________________    ___________________ Units (+/-) 10% slow IV push _______________ 

Immune Tolerance

___________________________________    ___________________ Units (+/-) 10% slow IV push _______________  

Bleed/Severe

_______________________________    ______________ Units (+/-) 10% slow IV push every __________ for _______ doses PRN  
                         bleeding
PRN Dosing

_______________________________    ______________ Units (+/-) 10% slow IV push every __________ for _______ doses PRN  
                         bleeding
Amicar:        Tablet         Syrup              _____________ mg/kg po   _____________ (frequency)

Stimate:     150 mcg - Single spray in one nostril < 50 kg          OR               300mcg - Single spray in each nostril > 50 kg (2 sprays total)

Tranexamic Acid (TA):       Liquid -100 mg/mL po ______________ (frequency)    OR   Tablet - 650 mg po  ___________ (frequency)

Dispense:
1 month supply 
Refill x12 months unless 
otherwise noted

  Other: ______________    

   ____________________

   Port               PICC                     PIV                    Butterfly             Other: ________________________________

Dispense:

1 month supply 

Refill x12 months 
unless otherwise 
noted

 Other: 
________________  

________________  

________________    

(Drug) (Dosage)

(Drug) (Dosage)

(Drug) (Dosage)

Flushing:  Per ARJ policy and procedure        OR            Heparin ____________ units/mL      ____________  mL flush
                         D5W ____________  mL      ____________  mL flush

(Frequency)

(Frequency)

(Frequency)

ARJ policies and  protocols to be provided upon request

Physician Signature Required - Substitution Permitted Physic ian Signa ture Required - Dispense as Written

By signing I certify that the use of the indicated treatment is medically necessary and I will be supervising the patient’s treatment.  

X
X
X
X

  Skilled Nursing services to be provided for infusion, assessment and teaching as needed.

Cryo-cuff™ to be applied to affected site/joint PRN bleed/injury.

(Drug) (Dosage) (Frequency)

SEE REVERSE SIDE FOR MORE ICD-10 CODES



Bleeding Disorder Patient Referral Form
ICD-10 arjinfusion.com

FAX completed form to ARJ (877) 451-8955
Intake Specialist (866) 451-8804

referral@arjinfusion.com
arjinfusion.com/referrals                                                                 

    286.0 Congenital factor VIII disorder (Hemophilia A)
   D66 Hereditary factor VIII 

    286.1 Congenital factor IX disorder (Hemophilia B)
   D67 Hereditary factor IX deficiency

    286.2 Congenital factor XI disorder (Hemophilia C)
   D68.1 Hereditary factor XI disorder

   286.4 Von Willebrand Disease
   D68.0 Von Willebrand Disease

   286.9 Coagulation defect NEC/NOC
   D68.8 Other specified coagulation defects
   D68.9 Coagulation defect, unspecified

   D68 Other coagulation defects 
      D68.0 Von Willebrand’s disease 
      D68.1 Hereditary factor XI deficiency 
       D68.2 Hereditary deficiency of other clotting factors

       D68.3 Hemorrhagic disorder due to circulating 
anticoagulants

            D68.31 Hemorrhagic disorder due to  
intrinsic circulating anticoagulants, antibodies, 
or inhibitors

           D68.311 Acquired hemophilia 
            D68.312 Antiphospholipid antibody with 

hemorrhagic disorder
              D68.318 Other hemorrhagic disorder due to 

intrinsic circulating anticoagulants, antibodies, 
or inhibitors

        D68.32 Hemorrhagic disorder due to extrinsic 
circulating anticoagulants

       D68.4 Acquired coagulation factor deficiency
       D68.5 Primary thrombophilia
            D68.51 Activated protein C resistance
            D68.52 Prothrombin gene mutation
            D68.59 Other primary thrombophilia
       D68.6 Other thrombophilia
            D68.61 Antiphospholipid syndrome
            D68.62 Lupus anticoagulant syndrome
            D68.69 Other thrombophilia
       D68.8 Other specified coagulation defects
       D68.9 Coagulation defect, unspecified

  Other: ______________________________________

______________________________________________

______________________________________________

______________________________________________
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