
Last Name:

Insurance Plan: Insurance Plan:

Policy # Policy #

Plan I.D. #

Crohn’s Disease Diagnosis code: TB/PPD Test: Positive Negative Date:

Allergies:

NKDA

Diagnosis code:Ulcerative Colitis

Length of treatment: 

Reason for discontinuation:

Medication

Entyvio

Stelara 

Skyrizi

300mg vial

100mg vial

600mg / 10 ml vial

90mg (2x 45mg vials)

130 mg / 26ml vial

Pre-medication & other medications
* Infusion supplies as per protocol
* Anaphylaxis kit as per protocol

* NaCl 0.9% 10ml
* Before & after infusion

(vedolizumab)

 (ustekinumab)

 (risankizumab)

Dose/Strength Directions

Height: 

Site of Care: Home AIC Other:

Weight:

Other:

Plan I.D. #

First Name:

State: Zip:

SSN#

DOB: Practice:

Address:

City:M F State:

Prescriber Name:

Prescriber NPI:

Nurse/Key Contact:

Phone:

Fax: Email:

Zip:Sex:

Address:

City:
Phone:

**Please Attach Copy of Insurance Cards (Front & Back)** 

**Please Attach Clinical/Progress Notes, Labs, Test, Supporting Primary Diagnosis** 

Prescription Information

INITIAL: Infuse__________ mg/kg IV at week 0,  2,  6, then every 8 weeks thereafter

MAINTENANCE: Infuse _______ mg/kg IV every __________ weeks

Other

Pharmacist will round to the nearest 100mg

INITIAL: Weight based dosing, infuse IV

MAINTENANCE: Inject 90mg SQ 8 weeks after initial dose, then every 8 weeks thereafter

INITIAL: Infuse 600mg/10mL IV at week 0,  4,  and 8 

Acetaminophen

Diphenhydramine

250ml 0.9%NaCl for hydration

Other

mg PO prior to infusion Flush Protocol

MAINTENANCE: Inject 360mg/2.4ml SQ via injector at week 12, then every 8 weeks thereafter

55kg or less: 260mg (2 vials) 55kg to 85kg: 390mg (3 vials)
Greater than 85kg: 520 mg (4 vials)

Give exact dose (do NOT round)

mg PO IV

Remicade

INITIAL: Infuse 300mg IV at week  0, 2, 6,  then every 8 weeks thereafter

MAINTENANCE: Infuse 300mg IV every __________ weeks

Gastroenterology Referral Form

Insurance Information

Diagnosis & Clinical Information

Please refer to website www.infuseone.com for location specific fax numbers

Infuse one

Infuse One 
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