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IV Referral 

IV REFERRAL FORM  
 

Referring Practitioner____________________________              Office Phone #______________________________ 

 

Practice name/location:___________________________             Emergency Phone # __________________________ 

 

Reason for Referral ___________________________________________________________________________________ 

 

Current Treatment ____________________________________________________________________________________ 

 

□ Myer’s Cocktail/Adrenal Fatigue/Stress IV  □ Immune Support IV □ Multi Vit/Malnutrition IV □ Headache/Migraine IV 

□ Wound healing (pre/post surgery) IV  □ Detox/Liver Support IV  □ Digestive IV  □Malnutrition IV □ Prenatal IV □ 

Athletic Recovery IV □ Glutathione IV/Push □ B12 push □ Immune push □ Slim shot push □ Mistletoe □ amino acids 

 

Duration of IV Treatments: 

G6PD test done? 

PATIENT INFORMATION 
 

Name ________________________________________________________________ Today’s Date: _______________ 

  (Last name)   (First name)            (mmm/dd/yyyy) 

 

Birthdate (M/D/Y): _______________Age: _____ Gender/Pronoun: __________________Health Care #______-________ 

 

Address:____________________________________________________________________________________________ 

  Street    City   Province  Postal Code 

 

Phone:   _________________________________________         E-mail: ________________________________________  

 

Emergency contact info 

PATIENT MEDICAL HISTORY 
Brief history of Present Illness (including concomitant health conditions): 

___________________________________________________________________________________________________ 

History of any of the following (Please circle, indicate type and for how long): 

 

Decreased Kidney Function          _________________ 

Kidney Disease/Condition            _________________ 

Heart Disease/Condition               _________________ 

MI/Stroke                                      _________________ 

CVD                                              _________________ 

Edema                         _________________ 

Cancer                         _________________ 

High Blood Pressure   _________________ 

High Cholesterol         _________________ 

   

  

Last known Blood Pressure measurement:   ____/____mmHG, sitting or standing, Left or Right Arm (please circle) 

Please list current medications that your patient has been prescribed: 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

 

Any allergies or hypersensitivities to any of the following? 

Foods: _____________________________________________________________________________________________ 

Medicines: __________________________________________________________________________________________ 

Environment: ________________________________________________________________________________________ 

Other: ______________________________________________________________________________________________ 

 

Signature of Referring Practitioner _________________________________ License # ___________ 


