Email: intake@infuseone.com | Phone: 1-800-581-0645 |
Please refer to website www.infuseone.com for location specific fax numbers

ONPATTRO Injection Order INFUSE ONE

| DOB:| | | (O] male [O]Female

Patient Name:|
Diagnosis (please provide ICD10 code) |

@Other: | |

[O] NKDA  Allergies: | |

IE New Start Therapy |E| Continuation of Therapy Date of last dose (if applicable): |
Ordering Provider: | |
Provider NPI: | | Phone: | | Fax: | |
Practice Address:| City: | | State] | ZipCode:| |
PRE-MEDICATION REQUIRED LABS
O] Acetaminophen1000mg PO O solu-Medrol 125mg VP 1 Clinical/Progress Notes, Labs, Tests
@ Diphenhydramine 25mg PO @Solu-Cortef 100mg IVP supporting primary diagnosis (please
O] Ceterizine 10mg PO IO piphenhydramine 25mg IVP attach)
ONPATTRO ORDERS
DOSING:

@ patients < 100mg: 0.3 mg/kg IV every 3 weeks
@ patients > 100mg: 30mg IV every 3 weeks

REFILLS:
=]

(if not indicated prescription will expire one year
from date signed)

| Infuse One Standing Orders:

Provide treatment under Infuse One's Clinical Guidelines, Medication Safety Protocol, Emergency Guidelines,
and Action Plan for Infusion Reactions.

| |
Provider Name
| |

Provider Signature

Date


Megan Mickler
Cross-Out

Ashleigh Anderlik
Cross-Out


	text_1owes: 
	text_2eybd: 
	text_3gvxr: 
	text_4edgm: 
	text_5fotd: 
	text_6achg: 
	text_7jznv: 
	text_8uawa: 
	text_9zizf: 
	text_10vhne: 
	text_11tnak: 
	text_12dnte: 
	text_13kkqn: 
	text_14fcfe: 
	checkbox_15ddkf: Off
	checkbox_16pi: Off
	checkbox_17wqxz: Off
	checkbox_18zbed: Off
	checkbox_19qssf: Off
	checkbox_20nwqp: Off
	checkbox_21clxg: Off
	checkbox_22mbew: Off
	checkbox_23sdks: Off
	checkbox_24sppw: Off
	checkbox_25ahoj: Off
	checkbox_26vuka: Off
	checkbox_27ruxu: Off
	checkbox_28gwey: Off
	checkbox_29tvpy: Off
	text_30wbbn: 
	text_31rspl: 
	text_32ruzx: 
	text_33dgal: 


