
Anticoagulation Clinic
Annual Subtherapeutic INR Letter

salemhealth.org West Valley Hospital
Fax this referral order form to 503-917-2033
Questions and appointments call 503-917-2013

D
SC

 4
36

36
5 

(9
/1

6)

PATIENT INFORMATION

Patient Name:
Reason for anticoagulation:
Date of Birth:

WE ARE REquESTINg AN ANNuAL RENEWAL OF SubTHERAPEuTIC INRS.

  LAST yEAR, yOu INdICATEd THAT WE SHOuLd:

 � Continue to boost warfarin, no LMWH for subsequent subtherapeutic INRs

 � Start LMWH for subsequent subtherapeutic INR of       or less

 � Standing order for LMWH for any subtherapeutic INRs of       or less

  THIS yEAR, WHAT WOuLd yOu LIkE uS TO dO FOR FuTuRE SubSEquENT SubTHERAPEuTIC INRS?
 � Continue to boost warfarin, no LMWH for subsequent subtherapeutic INRs

 � Start LMWH for subsequent subtherapeutic INR of       or less

 � Standing order for LMWH for any subtherapeutic INRs of       or less

  OTHER SPECIAL INSTRuCTIONS:

Signature (no signature stamps please)           Date/Time

Print Name

Phone: (   )          Fax: (   )
Telephone Order/Read Back:

RN Signature:

Physician Signature: 

Date/Time:


