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Request for Anticoagulation therapy form

SECTION A - To be complete by Patient/AMPATH Nursing staff member

Initials & Surname

ID number MRI number

Alternative Doctor & Phone number - if applicable

SECTION B - Request referring Doctor to complete the below information

Referring Dr detail

Diagnosis

Patient ICD10 code - For Medical aid purposes

Other chronic diseases

Chronic medication

Required period of dosing Preferred therapeutic Level (INR)

Signature of the doctor Date

WHEN A PATIENT IS DISCHARGED HE WILL BE REFERRED TO THE
PATHOLOGIST IN HIS AREA OF RESIDENCE FOR DOSING.
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