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HEART PROGRAM / INFUSION CENTER REFERRAL FORM
Samaritan Hospital Infusion Center
Albany Memorial Campus
Phone: 518-449-4468

Date of Referral: ______________________ Date of Birth: __________________________

Patient Name: _______________________________________________________________

Patient Phone Number: _______________________________________________________

INSURANCE INFORMATION
**Please contact patient’s insurance company for prior authorization for this treatment. Include authorization number and effective dates below**

*Primary Insurance: _________________________________________________________

Insurance Identification Number: ___________________________________________

*Secondary Insurance: ________________________________________________________

Secondary Insurance Identification Number: __________________________________

       MEDICATION INFORMATION

*Medication Name ___________________________ J Code: ________________________

*Authorization Number: _____________________ Dates authorized: _________________

*Diagnosis Code: ____________________________________________________________ 

*Is this BUY & BILL or Specialty Pharmacy?    Please specify: _____________________________

Referring Physician: ___________________________________________________________

Phone: __________________________________ Fax: _______________________________

***FAX REFERRAL TO 518-649-4010**
Include physician orders, current H&P, recent lab work, and other pertinent data.
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