
Advanced Intestinal Rehabilitation Institute (AIRI)
Initial Patient Referral Form
1148 W Hammer Ln, Stockton, CA 95209  |  Serving patients all over California

Phone: (209) 313-4433  |  Secure Fax: (209) 290-3664  |  Email: Referrals@airispecialityinfusion.com

Instructions: Please complete all sections as thoroughly as possible. Attach recent office notes, operative/discharge summaries,
laboratory results, and imaging where available. Incomplete referrals may delay scheduling. Submit via secure fax or encrypted email.

1. Referring Provider & Facility Information

Referring Provider Name: ____________________________________ Specialty: ________________________

Practice/Facility Name: ____________________________________ NPI #: ________________________

Phone: ____________________ Fax: ___________________ Email: ___________________

Office Contact Person: ____________________________________ Date of Referral: ________________________

2. Patient Demographics

Patient Full Name: ____________________________________ Date of Birth: ________________________

Sex: ___________________
Preferred Language:
____________________ MRN, if known: ___________________

Address: ____________________________________________________________

Primary Phone: ____________________
Alternate Phone:
___________________ Email: ___________________

Emergency Contact/Caregiver Name: ____________________________________________________________
Relationship and Phone: ____________________________________________________________

3. Insurance & Authorization

Primary Insurance: ____________________________________ Policy/Member ID: ________________________

Secondary Insurance: ____________________________________ Group #: ________________________

Prior authorization initiated by referring office

Patient/caregiver aware of referral

Copy of insurance card attached

4. Reason for Referral

Short bowel syndrome Home enteral nutrition management

Chronic intestinal failure Vascular-access complication

Home parenteral nutrition (HPN) management Intestinal-failure-associated liver disease evaluation

Other: ____________________________________________________________

5. Relevant Clinical History

Primary Diagnosis and ICD-10 Code: ____________________________________________________________

Etiology of intestinal failure (e.g., mesenteric ischemia, Crohn disease, volvulus, trauma, radiation enteritis):



Date and type of bowel surgery or surgeries: ____________________________________________________________
Remaining small-bowel length, cm: ____________________________________________________________

Colon in continuity: Yes No Unknown

Jejunostomy, ileostomy, colostomy, or other anatomy:
____________________________________________________________
Key comorbidities (e.g., diabetes, CKD, cardiac disease, hepatic disease):

Known allergies: ____________________________________________________________

6. Current Nutrition Support Status

On parenteral nutrition (PN) Oral diet only

On enteral nutrition (EN) NPO

PN formula, rate, and infusion hours: ____________________________________________________________
EN formula, rate, and route: ____________________________________________________________

Duration on current nutrition support:
_________________________________

Current home infusion/pharmacy provider:
___________________________

Estimated 24-hour stool or ostomy output: ____________________________________________________________

Weight trend during the past three months:

Stable Weight gain Weight loss

Details: ____________________________________________________________

7. Vascular Access History

Tunneled central catheter (e.g., Hickman/Broviac) PICC

Implanted port No central access

Current access device and insertion date: ____________________________________________________________
Number of prior line infections or line losses: ____________________________________________________________
History of venous thrombosis or access-site loss: ____________________________________________________________

8. Recent Labs & Imaging

Please attach, if available:

CBC Recent abdominal CT or MRI

CMP and liver function tests Small-bowel imaging/contrast study

Micronutrient panel, including vitamins and trace elements Liver imaging or elastography

Coagulation studies Vascular-access/line imaging

Most recent total bilirubin and liver tests, including date:
____________________________________________________________

9. Attachments Checklist

Referral or consult note Current medication list

Operative reports Home infusion and/or nursing notes

Recent hospital discharge summary Insurance card copy

Recent laboratory results Signed release of information, if applicable

Imaging reports



10. Urgency of Referral

Routine — schedule within 2–4 weeks

Urgent — schedule within 1 week

Emergent — contact AIRI directly before sending referral

Referring Provider Signature: ____________________________________ Date: ________________________

AIRI Office Use Only

Date Received: ______________________________ Reviewed By: ______________________________

Scheduled Consultation Date: ____________________________________________________________

Referral Status:

Accepted Pending records Not appropriate for referral

This form contains protected health information (PHI) and is intended solely for the individual or entity to whom it is addressed. Advanced Intestinal Rehabilitation Institute
(AIRI), 1148 W Hammer Ln, Stockton, CA 95209. Phone: (209) 313-4433. Secure Fax: (209) 290-3664. Email: Referrals@airispecialityinfusion.com.


