
Touchstone Infusion 

CARDIOLOGY9101 Lakeview Parkway Ste. 500 
Rowlett, TX 75088

P: (469) 925-1010 F: (877) 257-0305

Date: _____________ Needs by Date: __________________ Ship to: � Patient � Office � Other _______________________

PATIENT INFORMATION PRESCRIBER INFORMATION

Patient Name: ____________________________ Prescriber Name: ________________________________________

Address: ___________________________________________________ Contact Person: __________________________________________

Phone: ___________________ Alt Phone: _______________________ DEA: _________________________ NPI: ___________________________

Social Security # ________________________ Address: _____________________________________________________

Date of Birth ______________________�  Male   � Female Phone: ____________________ Fax:______________________

PLEASE FAX COPY OF: � PRESCRIPTION CARD FRONT & BACK � CLINICAL NOTES  � MEDICAL CARD FRONT & BACK  �RECENT LABS 

CLINICAL INFORMATION

DIAGNOSIS CODE: �Heart Failure  �Hyperlipidemia �Atrial Fibrillation � Arrythmias �Chest Pain �Hypertension  �Postural Orthostatic Tachycardia Syndrome  

�Other: ____________________________________________________________________________________________________________________

Drug Allergies: ___________________________________________________________________________________________
Height: _________ �in  �cm                                             
Weight: ________ � kg � lbs 

VASCULAR ACCESS:    �Subcutaneous Injection �IM Injection �Peripheral Line    �Mid line   �Central Line/Port  �PICC: number of lumens _________________

PICC LINE INSTRUCTIONS (Please select one) � D/C PICC after last dose   � Perform line care per pharmacy protocol until line is removed. 

LABS (if available): Culture �Blood  �Urine �Skin  �Other: ________________   Date Performed: ______________ Findings: _____________________________________

SCr: _____________

PRESCRIPTION INFORMATION

Medication Dose Directions Quantity Refills 
� Milrinone in D5W

� _______mcg/kg/min 
� Loading Dose: 50 mcg/kg IV over 10 minutes, then infuse at specified rate until 
__________ or discontinued by MD 28 day supply

� Milrinone in NS
� Infuse as a continuous IV infusion until _________ or discontinued by MD 

______ 

� Praluent 
� 75 mg/1mL � Subcutaneous injection once every 2 weeks 

28 day supply ______
�150 mg/1mL

� Repatha � 140mg/1mL � 140mg subcutaneously once every 2 weeks 
28 day supply ______

� 420mg/3.5mL � 420mg subcutaneously once monthly 

� Dobutamine    
� _____mcg/kg/min � Infuse as continuous infusion at specified rate until ___________(specify date)  _______ _____

�Other   

By signing this form and utilizing our services, you are authroizing Touchstone Infusion and its employees to serve as your prior authorization designated agent in dealing with medical and 
prescription insurance companies. 

__________________________________________ ____________________________ _______________ _________________________

Prescriber's Signature (no stamps) Substitution Permitted DAW Date 


