Perinatal service recommendation

Case Manager: [N -

Email: Phone:
= = JJe[Je Je = = DD
Nausea & Vomiting |:| In ER Currently |:| Previous ER/Hospital Admit(s)
Preterm Delivery / Progesterone |:| History of Spontaneous Preterm Delivery Date:
Gestational Diabetes [] Gestational Diabetes Program ] insulin Program
] [ currently on oral medication Glucose or A1C:
Glucose or A1C:
L] o
= nsulin
Gestational Hypertension |:| Hypertension in Pregnancy
Additional Comments:
First Name Last Name M.I.
Address Date of Birth:
City State Zip Primary Language
Mobile/Cell Phone Other Phone Expected Delivery Date
= pe ° atio
Prescriber’s First and Last Name Practice Name
Address City State Zip
Office Phone # Contact Person in Office

Please fax completed form to: 609.228.5289 or
Email completed form to: Christine.Walters@OptionCare.com

option | women's

Contact: Christine Walters care health
Email: Christine.Walters@OptionCare.com ) o
in partnership with

Phone: 609.268.2375 C E
Fax: 609.228.5289

This fax information is intended only for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential, or
otherwise protected from disclosure. If you are not the intended recipient or the employee or agent responsible to deliver this message to the intended recipient, you
are hereby notified that any disclosure, copying, or distribution of this information is strictly prohibited. If you have received this message in error, please call Healthy
Connections Home Care Services, Inc. IMMEDIATELY at 713.457.1350, to arrange for return or destruction of these documents. ©2018 Option Care Enterprises, Inc. All
rights reserved 180C0113



