
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
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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:


