Orencia

Provider Order Form

HEALTH INFUSION

SERVICES
PATIENT INFORMATION
Patient Name: DOB:
Patient Home Phone: Patient Cell Phone: Patient Email:
Emergency/Alternate Contact Name: Emergency/Alternate Contact Phone:
O NkpA O Allergies: Weight Ibs/kg: Height:

Patient Status: (O New to Therapy () Continuing Therapy () Therapy Change Last infusion date (if applicable):

REQUIRED DOCUMENTATION

O Labs (TB and Hep B) O Insurance Card (front and back) O Current Medications O History/Progress Notes
ICD-10 CODE
(O M06.9 Rheumatoid arthritis (O 1L40.50 Psoriatic Arthritis (O M08 40 Polyarticular juvenile idiopathic arthritis

O D89.813 Graft versus host disease, unspecified (aGVHD) O Other:

PRE-MEDICATION ORDER

Acetaminophen (Tylenol) O 500mg O 650mg O 1000mg PO Diphenhydramine (Benadryl) O 25mg O 50mg O PO O v
Cetirizine (Zyrtec) O 10mg PO Methylprednisolone (Solu-Medrol) O 40mg IV O 125mg IV
Loratadine (Claritin) O 10mg PO Hydrocortisone (Solu-Cortef) O 100mg IV
Other: Dose: Route: Frequency:
MEDICATION ORDER
Orencia (abatacept) IV INFUSION Dose: (O 500mg IV QO 750mg1v O 1,000mg 1Iv O 10mg/kg (maximum of 1,000mg)

O Other:

Frequency: O Initiation therapy: Administer at 0, 2 and 4 weeks then every 4 weeks thereafter

O Maintenance: Every 4 weeks

O aGVHD: Infuse over 60 minutes on the day before transplantation, followed by a dose on Day 5, 14 and 28

after transplant
PROVIDER INFORMATION
Provider Name: Provider Email:
Ordering Provider: Provider NPI:
Referring Practice Name: Phone: Fax:
Practice Address: City: State: Zip:
SPECIAL INSTRUCTIONS
Provider Name Provider Signature Date O Check here if this is a stat order

Order is valid for 1 year from date of signature and refills will be provided to cover the duration of treatment unless otherwise indicated.

PHONE: 516-340-4001 FAX: (516) 300-1825 EMAIL: healthinfusionservices@gmail.com



	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: 
	0: 
	0: 
	1: 


	Text Field 83: 
	Check Box 240: Off
	Check Box 241: 
	0: Off
	1: 
	0: Off


	Check Box 242: 
	0: Off
	1: 
	0: 
	0: Off

	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	1: Off

	1: 
	1: Off

	2: 
	1: 
	0: Off
	1: Off
	2: Off






	Check Box 243: Off
	Check Box 244: 
	0: Off

	Check Box 499: 
	1: 
	2: 
	0: 
	1: 
	0: 
	1: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: Off

	1: 
	1: 
	0: 
	0: 
	0: 
	0: Off
	1: Off

	1: 
	0: 
	0: 
	0: Off
	1: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: 
	0: Off
	1: Off
	2: Off







	1: Off

	1: 
	0: Off
	1: 
	0: Off
	1: Off



	0: 
	0: Off
	1: Off




	1: 
	0: Off
	1: 
	0: 
	0: Off










	Text Field 1027: 
	0: 
	1: 
	1: 
	0: 
	0: 
	0: 
	0: 


	1: 
	0: 
	1: 
	0: 

	2: 








