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PT / INR RESULTS 
 
 

To: _____________________________________ Fax: _____________________________ 
 
From: ___________________________________ Phone: _____________________________ 

Director of Patient Centered Care 
 
 
 
 

Patient: _____________________________________ DOB: ___________________ 
 

PT / INR Checked On: ___________________ PT = ___________          INR = ___________ 
 
Current Dose: _____________________mg (check one)  Coumadin  Warfarin 

 
 
 
 

Physician Comments / Orders:  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

Physician Signature: ___________________________________ Date: ___________________ 
 

Return Fax: _____________________________ 

The information contained in this transmission is confidential, and is intended only for the use of the individual or entity named above. Dissemination, distribution, or 
copying of this communication is strictly prohibited. If you have received this communication in error, please notify us by phone immediately, and return the original 
message to us, via the US Postal Service, at 3 West Perry Street, Savannah, GA 31401. Rev20150521 


	To: 
	From: 
	Patient: 
	PT  INR Checked On: 
	Current Dose: 
	Fax: 
	Phone: 
	DOB: 
	PT: 
	INR: 
	check one: Off
	Coumadin: Off
	Physician Comments  Orders 1: 
	Date: 
	Return Fax: 


