Pulmonary Order Form Amerita

Fax Completed Form To: Phone: YOUR INFUSION ADVOCATE
PATIENT INFORMATION
Patient Name: Date of Birth: Referral Date:
Address: | City/State/Zip:
Home Phone: Cell Phone: Work Phone:
Secondary Contact: Height: Weight: [J Male [ Female
Patient Diagnosis & ICD-10:
Allergies:
PROVIDER INFORMATION
Physician Name: Lic.#: DEA#:
Practice Name: NPI#:
Address: City/State/Zip:
Office Contact: | Phone: | Fax:

Supervisory Physician (if applicable):

[ Patient demographics & front/back copy of all insurance cards (prescription & medical) I Eosinophil levels (Fasenra, Cingair and Nucala only)

[ Recent office visit notes, history & physical, lab & pertinent procedure results [ Alpha-1 antitrypsin levels (Aralast and Glassia only)

I Current medication list & list of prior medications tried and failed (with dates) [ FEV1 score (Aralast and Glassia only)

O Documentation on phenotype (Aralast and Glassia only) O Current Smoker? [ Yes [ No (Aralast and Glassia only)

O Chest x-ray results (Aralast and Glassia only) [ Line access documentation/verification if applicable

[ (T scan results (Aralast and Glassia only) [ Letter of medical necessity if drug dosing or indication is outside of FDA guidelines
O IgAlevel (Aralast and Glassia only)

NURSING & LAB ORDERS
Nurse Orders: Nurse to provide assessment, teaching, lab draws, medication administration and vascular access device insertion and/or management per physician orders.
Flush Orders: Na(10.9% - 5-10mL flush pre and post infusion and as needed Heparin- LI 10units/mL --OR-—- [ 100units/mL - 3-SmL flush after post-infusion NS flush if indicated to maintain line

Lab Orders: Lab Date & Frequency:
PRESCRIPTION ORDERS
Anaphylaxis Kit: [ Epinephrine 0.3mg IMasneeded [ Solu-cortef 250mg-500mg IV infusion as needed [ Solu-Medrol 60mg - 125mg IV infusion as needed
(Check all that apply) 1 Diphenhydramine mgq IV infusion as needed [ NS Hydration 500 ml IV infusion over 30 minutes as needed 1 Other
Pre-Medications: [J Acetaminophen mg PO minutes prior to infusion I Solu-Medrol mgIV___minutes prior to infusion
(Check all that apply) I Diphenhydramine mg [ PO ---OR-- [ IVinfusion minutes prior toinfusion [ Other
Supply Orders: All supplies for vascular access line care, drug administration kit(s), pump, and IV pole will be provided as necessary
PRODUCT | PRESCRIPTION INFORMATION | REFILLS
Isthisafirstdose? [1Yes [ No IfNo, whenwas last dose given? When is patient due for next dose?
] ARALAST 60mg/kg IV infusion via [ gravity ---OR--- [ pump once weekly over approximately 15 minutes
*Administer at a rate not to exceed 0.2 mL/kg body weight per minute **Acceptable allotment -+/- 10% based on vial lot/batch
O CNQAR 3mg/kg IVinfusionvia [Igravity ---OR-- [ pump once every 4 weeks over 20-50 minutes
[T Induction: 30mg SubQ injection every 4 weeks for the first 3 doses NONE
[ FASENRA
[ Maintenance: 30mg SubQ injection once every 8 weeks
7 GLASSIA 60mg/kg IV infusionvia [ gravity ---OR--- [ pump once weekly over approximately 15 minutes
*Administer at a rate not to exceed 0.2 mL/kg body weight per minute **Acceptable allotment +/- 109 based on vial lot/batch
I NUCALA [ 100mg SubQ injection every 4 weeks [J300mg SubQ injection every 4 weeks
[ TEZSPIRE 210mg SubQ injection once every 4 weeks
[ XOLAR mg SubQ injection every weeks
1 ZEMAIRA 60mg/kg IV infusionvia [ gravity ---OR--- [ pump once weekly over approximately 15 minutes
*Administer at ~0.08 mL/kg/minute (rate may be increased or decreased based on patient comfort)
[ OTHER
Prescriber’s Signature Print Name Date Prescriber’s Signature Print Name Date
Dispense as Written Substitution Permitted
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THIS FORM IS NOT VALID FOR USE IN THE STATE OF ARIZONA. =



	Text Field 56: 
	Text Field 57: 
	Text Field 58: 
	Text Field 59: 
	Text Field 60: 
	Text Field 61: 
	Text Field 62: 
	Text Field 63: 
	Text Field 64: 
	Text Field 65: 
	Text Field 66: 
	Text Field 67: 
	Text Field 68: 
	Text Field 69: 
	Text Field 70: 
	Text Field 71: 
	Text Field 72: 
	Text Field 73: 
	Text Field 74: 
	Text Field 75: 
	Text Field 76: 
	Text Field 77: 
	Text Field 78: 
	Text Field 79: 
	Text Field 80: 
	Text Field 81: 
	Text Field 82: 
	Text Field 83: 
	Text Field 84: 
	Text Field 85: 
	Text Field 86: 
	Text Field 87: 
	Text Field 100: 
	Text Field 88: 
	Text Field 89: 
	Text Field 90: 
	Text Field 91: 
	Text Field 402: 
	Text Field 403: 
	Text Field 404: 
	Text Field 405: 
	Text Field 406: 
	Text Field 407: 
	Text Field 408: 
	Text Field 409: 
	Text Field 4010: 
	Text Field 4011: 
	Text Field 92: 
	Text Field 93: 
	Text Field 94: 
	Text Field 95: 
	Text Field 96: 
	Text Field 97: 
	Text Field 98: 
	Text Field 99: 
	Check Box 30104: Off
	Check Box 30105: Off
	Check Box 30106: Off
	Check Box 30107: Off
	Check Box 30108: Off
	Check Box 30109: Off
	Check Box 301010: Off
	Check Box 301011: Off
	Check Box 301012: Off
	Check Box 301013: Off
	Check Box 301014: Off
	Check Box 301015: Off
	Check Box 301016: Off
	Check Box 301017: Off
	Check Box 301018: Off
	Check Box 301019: Off
	Check Box 301020: Off
	Check Box 301021: Off
	Check Box 301022: Off
	Check Box 301023: Off
	Check Box 301024: Off
	Check Box 301025: Off
	Check Box 301026: Off
	Check Box 301027: Off
	Check Box 301028: Off
	Check Box 301029: Off
	Check Box 301030: Off
	Check Box 301031: Off
	Check Box 301032: Off
	Check Box 301033: Off
	Check Box 301034: Off
	Check Box 301035: Off
	Check Box 301036: Off
	Check Box 301037: Off
	Check Box 301038: Off
	Check Box 301039: Off
	Check Box 301040: Off
	Check Box 301041: Off
	Check Box 301042: Off
	Check Box 301055: Off
	Check Box 301056: Off
	Check Box 301057: Off
	Check Box 301043: Off
	Check Box 301044: Off
	Check Box 301045: Off
	Check Box 301046: Off
	Check Box 301047: Off
	Check Box 301048: Off
	Check Box 301049: Off
	Check Box 301050: Off
	Check Box 301051: Off
	Check Box 301052: Off
	Check Box 301053: Off
	Check Box 301054: Off


