
Updated July 8, 2020 

Authorization for Payment of Outside Medical Services (AOMS) 
All requests must be sent to: NCICCROutsideMedServ@mail.nih.gov 

OCD Administrative contact: Jasmine Abdi  

Date Requested: Protocol Number: 

Date(s) of Required Service: 

Patient Name: Patient MRN: 

Patient Address: Patient DOB: 

Branch Requesting Services: 

Point of Contact: 

Phone/Email: 

Quote/Cost from Vendor: $ 

*attach if available

Name of Vendor: 

Address of Vendor: 

Point of Contact for Vendor (Name): 

Phone Number: 

Email: 

Requested Services: Please provide a detailed description of the medical services required including 
frequency, any specific or special personnel required, other pertinent information, etc. 

Emergency Services? Yes      No 

For Internal Use Only: 

POTS Number:   Date Entered: 

__________________________________ ___________ 
NCI Deputy Clinical Director Date 
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