
Managed Care Office
8452 118th Ave. N. 
Largo, FL 33773

Please call (800) 940-5151 before faxing to ensure delivery.
Fax: (800) 676-3127
Patient Name:_ ____________________________________ Date of Birth:_ ________________________
Gestational Age:_ ____________ Length:____________________  Weight:_ ________________________
Parent’s Name:	 Mother:_ ____________________________ Father:______________________________
Mother’s DOB: 	___________________________________ Father’s DOB:________________________
Address (incl. apt. #):____________________________________________________________________
City:___________________________________________________ State:_ ________ Zip:_____________
Home Phone: (       )_______________________  Cell or Work Phone: (      )_________________________
Emergency Contact:_ _______________________________  Phone: (       )_________________________

Please attach insurance information

Diagnosis:	 o Hyperbilirubinemia	 o Other:_ ____________________________________________
Is infant COOMB’S Positive?	 o Yes	 o  No
Current Total Bilirubin Level:_________________________ When Drawn?________________________

Ordering Physician:__________________________________  Phone: (      )_________________________
Address:______________________________________________________________________________
Report Bili Levels to:_________________________________  Phone/pager: (      )____________________

Phototherapy Orders (Choose One):
o Single Phototherapy with suitcase	 o Single Phototherapy with blanket	 o Double Phototherapy

Home Health  Orders:
o R.N. to teach/train Phototherapy set-up	 o No nursing needed (see below*)

Lab Orders:
o Total Bili Level	 o Direct Bili Level	 o HGB/HCT	 o CBC
o R.N. to Draw	 o Levels to be drawn in M.D. office	 o Levels to be drawn in Outpatient Lab
Above orders to be repeated daily until infant is discharged from Home Health.
*� �If no nursing follow-up is ordered, by checking this box, the physician is signifying that patient’s Bili level is below 19, 

and physician is aware that there will be no nursing follow-up after initial call by MCO Triage or Specialty Nursing 
Triage to verify equipment was delivered and set up.

Physician’s Signature:_____________________________________________  Date:_ _________________

Phototherapy Referral

Confidentiality Note: This facsimile and all contents contain confidential information belonging to the sender, which may be privileged, confidential or 
otherwise protected from disclosure. The information is intended to be for the addressee only. The authorized recipient of this information is prohibited from 
disclosing information to any other party and is required to destroy the information after its stated need has been fulfilled.

If you are not the addressee, any disclosure, copy, distribution or action taken in reliance on the contents of this facsimile is strictly prohibited. If you have 
received this facsimile in error, please notify the sender immediately by calling the telephone number above and destroy the original facsimile and all copies.

BC080585-1008


