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Infusion Order INFUSION

Patient Name: DOB: / / M O F O
Allergies: Phone:

Diagnosis: ICD- 10:

Please fax a copy of the following patient information:

DRecent Progress Note DPositive ANA titer, Anti-DsDNA, or Anti-Sm lab DHerpes Zoster Vaccination Record

Herpes Zoster Vaccination Date: / / OR  MD Signature Deferring Vaccination:
Positive ANA Titer test date: / / Result:
Anti-DsDNA test date: / / Result: Anti-Sm test date: / / Result:

PRE- MEDICATION

DAcetaminophen 1000mg PO [JSolu- Medrol 125mg IVP
DDiphenhydramine 25mg PO [ISolu- Cortef 100mg IVP
[ Cetirizine 10mg PO DDiphenhydramine 25mg IVP
[INo Pre-med Other:
SAPHNELO ORDER
DOSAGE
O 300mg IV Patient Weight: lbs / kg
Height: ft in
FREQUENCY
O Every 4 weeks OR OEvery weeks
NOTES:
Provider’s Name: Signature:

NPI: Date: Ph: Fax:




