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Synagis Referral Form 2007 – 2008

Referral Line: 1-808-627-9756

Referral Fax: 1-808-627-0775
	Patient Information
	Physician Information

	Last

Name
	
	First

Name
	
	Name
	

	Address


	
	Address
	

	City
	
	State
	
	Zip
	
	Phone
	
	Fax
	

	Sex
	
	DOB
	
	Insurance
	
	Contact
	
	Direct Line
	

	ID
	
	Group
	
	Clinic
	

	Contact Information

	Name
	Relationship
	Phone Number
	Alt. Phone Number
	Alt. Phone Number

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Treatment: Synagis 15 mg/kg IM per month during RSV Season

Epinephrine 0.01mg/kg SQ PRN anaphylactic reaction

	Gestational Age at Birth
	
	ICD-9
	
	Number of Injections Requested
	

	Birth Weight
	
	Current Weight
	
	
	Requested Start Date
	

	Medical Necessity

Must meet one of the following criteria and

 chart documentation/discharge summaries must be provided  to support selection

	□
	Born at 28 weeks gestation or earlier and patient is currently 12 month of age or younger

	□
	Born at 29 to 32 weeks gestation and patient is currently 6 months of age or younger

	□
	Born at 33 to 35 weeks gestation and patient is currently 6 months of age or younger with at least one risk factor (check all that apply):

	
	□ school-age siblings
	□ daycare attendance
	□ other (specify):

	
	□ severe neuromuscular disease
	□ congenital abnormalities of the airways
	

	□
	Infant or child ≤ 2 years of age with severe immunodeficiencies who may benefit from prophylaxis

	□
	Infant or child ≤ 2 years of age with chronic lung disease (CLD)who has had medical treatment within 6 months of the start of RSV season (specify):

	
	□ supplemental oxygen
	□ bronchodilators
	□ diuretics
	□ corticosteroids
	□ other (specify):

	□
	Infant or child ≤ 2 years of age with hemodynamically significant congenital heart disease requiring medical treatment.  Those most likely to benefit from immunoprophylaxis include:

	
	□ receiving medication to control congestive heart failure
	□ moderate to severe pulmonary hypertension
	□ cyanotic heart disease

	□
	Other (must specify):


Physician Signature: 







Date: 




