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ACCOUNT NO.
MED. REC. NO.
NAME
BIRTHDATE

Patient Identification

ALL ORDERS MUST BE MARKED IN INK WITH A CHECKMARK () TOBE ACTIVE.

Weight: kg Height:
Allergies:

cm

Diagnosis Code:

Treatment Start Date:
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Patient Identification

ALL ORDERS MUST BE MARKED IN INK WITH A CHECKMARK () TOBE ACTIVE.

By signing below, | represent the following:

| am responsible for the care of the patient (who is identified at the top of this form);

I hold an active, unrestricted license to practice medicine in: Oregon (check box
that corresponds with state where you provide care to patient and where you are currently licensed. Specify
state if not Oregon);

My physician license Number is # (MUST BE COMPLETED TO BE A VALID
PRESCRIPTION); and I am acting within my scope of practice and authorized by law to order Infusion of the

medication described above for the patient identified on this form.

Please check the appropriate box for the patient’s preferred clinic location:

ONLINE 02/2023 [supersedes none] PO-8161



