	Patient Information

	Patient Name:
	Date of Birth:

	Parent/Caregiver:
	Phone Number:




[image: ]Children’s Home Healthcare Formula Order Form

Please submit the following in a single fax to 402.387.7126:
· Complete and signed order form
· Patient demographics and insurance information
· Relevant clinical note(s)

Questions? Call 402.955.7728.



Children’s Home Healthcare Enteral Department  Phone: 402.955.7728  Fax: 402.387.7126
	Diagnosis Required. Check all that apply.

	· E43 Severe Malnutrition
· E44.0 Moderate Malnutrition
· E44.1 Mild Malnutrition
· F50.82 Avoidant/Restrictive Food Intake Disorder
· K21.9 Gastroesophageal Reflux Disease
· K90.49 Formula Intolerance
· P07.3 Prematurity
· P92.6 Failure to Thrive in Newborn (<28 days)
	· R13.10 Dysphagia
· R62.51 Failure to Thrive in Child
· R63.30 Feeding Difficulties
· R63.39 Other Feeding Difficulties
· R63.4 Abnormal Weight Loss
· R63.6 Underweight
· Z91.011 Allergy to Milk Products
· Other: _______________________________



	Formula Order Complete the applicable section. Please be specific. Orders for ‘Maximum Allowable’ cannot be processed.

	Formula Name:

	For Ready-to-Feed Liquid Formula:

☐ ________ containers per day    OR   ☐ ________  oz /   mL per day     

	For Powdered Formulas:
☐ Feeding Schedule: ________ oz /   mL per feeding for________feedings per day  OR
☐  Total Volume: ________ oz /   mL per day     

	Additional Recipe/Mixing Instructions:
(If needed. Include calorie concentration if different than standard.)
	



	Length of Need:        ☐ 3 months         ☐ 6 months        ☐ 12 months         ☐ Other: _____________



	Provider Signature

	Provider Signature: _______________________________________    Date: _____________________

Printed Name: ___________________________________________    NPI: ______________________
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