
ONEIRO PHARMACY
Sterile Compounding • Home Infusion • Parenteral Nutrition
8026 Lorraine Ave, Ste 207, Stockton, CA 95210
Phone (209) 898-7345   •   Fax (209) 898-7347

FAX COMPLETED FORM TO

(209) 898-7347
Questions / STAT referrals: (209) 898-7345

Pharmacy staffed 365 days a year

TOTAL PARENTERAL NUTRITION (TPN / PN) REFERRAL & PRESCRIPTION FORM

Referral type:   New start      Restart / transfer of service      Change in existing order      Discharge — anticipated D/C date: ____________❑ ❑ ❑ ❑

Priority:   Routine      Same-day / STAT      Weekend or holiday start     First dose needed on (date/time): ______________________❑ ❑ ❑

1.  REFERRING PRESCRIBER / MEDICAL OFFICE

Prescriber name Specialty NPI

Practice / facility name State license # DEA # (if applicable)

Street address City State / ZIP

Office phone Office fax Office contact / coordinator Ext.

Secure email for clinical follow-up Best time to reach prescriber

2.  PATIENT INFORMATION

Patient last name First name MI Date of birth

Street address City State / ZIP

Home phone Mobile phone Language Interpreter (Y/N)

Caregiver / responsible party Relationship Cell phone Sex

Height (cm / in) Actual body weight (kg) Dosing 
weight (kg)

Date weighed

Drug / food allergies and reactions

Delivery address if different from above (incl. gate / access instructions)

3.  INSURANCE / BENEFITS

Primary insurance Member ID Group #

Secondary insurance Member ID Group #

Medicare # Medi-Cal / Medicaid # Prior authorization # (if obtained)

Please fax a copy of the front and back of all insurance cards with this referral. Oneiro will complete the benefit investigation and notify your office of authorization status and 
patient financial responsibility before the first delivery.
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4.  CLINICAL INFORMATION & MEDICAL NECESSITY

Primary diagnosis requiring PN ICD-10 code

Secondary diagnoses ICD-10 code(s)

Indication for parenteral nutrition (check all that apply):
 Short bowel syndrome      Bowel obstruction      Enterocutaneous fistula      Severe malabsorption❑ ❑ ❑ ❑
 Chronic intestinal pseudo-obstruction      Radiation / chemotherapy enteritis      Severe pancreatitis      Inflammatory bowel disease❑ ❑ ❑ ❑
 Hyperemesis gravidarum      Motility disorder / gastroparesis      Perioperative malnutrition      Mucositis❑ ❑ ❑ ❑
 Other (specify): __________________________________________________________________________________________❑

Why is the gastrointestinal tract non-functional or enteral nutrition inadequate? (required for coverage — be specific)

Enteral nutrition trialed?   Yes — formula/route and outcome: _______________________________      No — reason: ❑ ❑
_______________________________
Anticipated duration of PN:   Less than 90 days      90 days or longer / permanent      Indefinite — reassess on: ____________________❑ ❑ ❑

Oral intake:   NPO      Sips / clear liquids      Partial PO or enteral intake — describe: ____________________________________________❑ ❑ ❑

Most recent laboratory values (attach the full report if available):

Date drawn Na K Cl CO2 BUN SCr Glucose

Ca Mg Phos Albumin / Prealbumin AST / ALT / Alk Phos / T. Bili Triglycerides HbA1c / CBG range

5.  VASCULAR ACCESS

Catheter type:   PICC      Tunneled central catheter (Hickman/Broviac)      Implanted port      Non-tunneled CVC      Midline      Peripheral IV❑ ❑ ❑ ❑ ❑ ❑
 Access not yet placed — please assist with arranging placement          Lumens:   Single    Double    Triple          Size / French: ______________❑ ❑ ❑ ❑

Insertion date Insertion site / arm Tip placement confirmed by imaging (date)

Dedicated PN lumen Flush protocol (saline / heparin, strength, frequency)

Oneiro Pharmacy  •  TPN / Parenteral Nutrition Referral Form  •  Fax (209) 898-7347  •  Page 2 of 4



6.  PARENTERAL NUTRITION ORDER

 Formulate per Oneiro pharmacist assessment using the nutrition goals below — pharmacist to determine final macronutrient and electrolyte content and❑  
provide the compounded order to the prescriber for co-signature.

 Compound exactly as written below.❑

Macronutrients — specify per day or final concentration:

Component Amount / concentration Product preference Notes

Amino acids

Dextrose

IV lipid emulsion

Lipid frequency

Sterile water / total volume

Electrolytes — per day (or per liter; circle one):

Electrolyte Amount Electrolyte Amount Electrolyte Amount

Sodium chloride Potassium chloride Magnesium sulfate

Sodium acetate Potassium acetate Calcium gluconate

Sodium phosphate Potassium phosphate Other

Additives:

Additive Dose / frequency Additive Dose / frequency

Adult / pediatric multivitamin Regular insulin

Trace elements Famotidine

Zinc (additional) L-cysteine

Selenium (additional) Levocarnitine

Thiamine / folic acid Other

Infusion schedule:
 Continuous over 24 hours           Cyclic over ________ hours          Start time: ____________     Stop time: ____________❑ ❑

Taper:   Up ________ hr    Down ________ hr    No taper          Frequency:   Daily    ________ nights per week    Other: ____________❑ ❑ ❑ ❑ ❑ ❑
Final infusion rate: ____________ mL/hr          Total daily volume: ____________ mL          Day supply per delivery: ____________

 Hydration / flush solution in addition to PN (specify solution, volume, rate): ______________________________________________________❑

7.  SUPPLIES, EQUIPMENT & NURSING

Supplies:   Ambulatory infusion pump    IV pole    Pump tubing with 1.2 micron filter    Backpack / carry case    Dressing change kits❑ ❑ ❑ ❑ ❑
 Saline flushes    Heparin flushes    Alcohol caps    Sharps container    Blood glucose meter and strips    Scale    Other: ____________❑ ❑ ❑ ❑ ❑ ❑ ❑

Home health / infusion nursing agency (if already assigned) Agency phone

Nursing visit frequency requested Dietitian consult requested

Nursing orders:   Teach patient/caregiver PN administration and pump use    Central line dressing and cap change per protocol❑ ❑
 Draw labs and fax results to Oneiro    Weekly weights    Intake and output    Blood glucose checks: ____________________________❑ ❑ ❑ ❑
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8.  LABORATORY MONITORING ORDERS

Panels:   CMP    BMP    Magnesium    Phosphorus    CBC with differential    Triglycerides    Prealbumin    LFTs    INR/PT❑ ❑ ❑ ❑ ❑ ❑ ❑ ❑ ❑
Frequency:   Twice weekly    Weekly    Every 2 weeks    Monthly    Other: ____________________          Draw by:   Home nurse    Outpatient ❑ ❑ ❑ ❑ ❑ ❑ ❑
lab
Fax lab results to:   Prescriber office    Oneiro Pharmacy (209) 898-7347    Both❑ ❑ ❑

 Oneiro pharmacist may adjust electrolytes, insulin, and volume within the ranges above based on laboratory results, with notification to the prescriber.❑

9.  PRESCRIBER ATTESTATION & SIGNATURE

I certify that I am the treating prescriber for this patient, that the parenteral nutrition therapy ordered above is medically necessary, and that the clinical information 
provided on this form is accurate to the best of my knowledge. I authorize Oneiro Pharmacy to compound, dispense, and deliver the therapy and supplies ordered, to 
communicate with the patient, caregiver, and nursing agency regarding this therapy, and to release information as needed to obtain insurance authorization and 
payment.

Prescriber signature (no stamped signatures) Date

Printed name and credentials NPI

 Do not substitute           Generic / therapeutic substitution permitted per pharmacy protocol❑ ❑

FOR PHARMACY USE ONLY
Date received: ______________   Time: __________   Received by: ____________________   Rx #: ____________________
Benefit investigation completed: ______________   Auth #: ____________________   Patient responsibility: ______________
Pharmacist clinical review / order clarification: ______________________________________________________________________
Reviewing pharmacist: ____________________________   Date: ______________   First delivery scheduled: ______________
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