
Patient’s Name: _____________________________________ PH:  (______)____________________  Alt. PH: (_____)____________________

Address: ______________________________________________________________________________________________________________

City/State/Zip: _________________________________________________________________________________________________________

Patient’s DOB: ________________Sex:  ❑ M   ❑ F   Height ________  Weight ________  Social Security No:________________________

Diagnosis: _________________________________________________ 

Ship Meds to:   ❑ Home    ❑ Work    ❑ Doctor’s Offi ce    ❑ Other: ___________________ Medication Needed By: _________________

Caregiver Name:  ______________________________________________

May Axium Healthcare Pharmacy, Inc. contact the Caregiver? ____________________________________

Insurance Information (Please submit a copy of the front and back of the insurance card if possible)

Primary Insurance: ________________________________  Cardholder Name: __________________________ 

Relationship: ______________________________ I.D. #: ________________ GRP #________________  Phone # _____________

Secondary Insurance______________________________ Cardholder Name: ____________________________

Relationship: ______________________________ I.D. #: ________________ GRP #_______________ Phone #_______________ 

Toll-free Phone: 1-877-DIASTAT
Toll-free Phone: 1-877-342-7827

Toll-free Fax: 1-877-422-8435
www.diastatacudial.com

REFERRAL FORM

In NY, Place Rx Here and Fax to: 1-877-422-8435 
AND

Mail to: Axium Healthcare Pharmacy
550 Technology Park
Lake Mary, FL  32746

Physician Information:

Physician:____________________________________________ State Lic. #:_______________________ DEA#:______________________

Address:__________________________________________________ City/State/Zip:____________________________________________

Phone:__________________________ FAX:_____________________________ Contact: ________________________________________

Physician Signature:________________________________________________________ Date:____________________________________

❑ 10 mg Syringe (4.4 cm tip)  Dialed to:

❑ 5 mg    ❑ 7.5 mg    ❑ 10 mg

❑ 20 mg Syringe (6.0 cm tip)  Dialed to:

❑ 10 mg    ❑ 12.5 mg    ❑ 15 mg

❑ 17.5 mg    ❑ 20 mg

❑ The Original 2.5 mg DIASTAT® 

2.5 mg Twin Pack with 4.4 cm Rectal Tip

Qty—Twin Packs (circle-max 5 Twin packs per 30 days)

2       3       4       5       Other _________

Refi lls       0       1       2       3       4       5

SIG: Administer rectally as directed by Prescriber

 Other:_______________________________________
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