
Emai l

Male

Diagnosis  Date

HeightWeight

Off ice Contact  

Off ice Contact  Emai l

DEA #
State Lic  #

Address

 □  Yes □  No   Date of  Test :

Medication Avsola® 

Directions

□ Moderately to Severely Active Rheumatoid Arthritis Dose:  3mg/kg  Total dose:                        mg 
Quantity: 1__ Refills: 1 year  Directions: _____mg intravenously on week 0, 2, and 6  then every 8 weeks
 Administration Rate: □ Per Prescribing Information, as tolerated □ Other: _________________________________ 

□ Active Ankylosing Spondylitis Dose:  5mg/kg Total dose:___________ mg
Quantity: 1_  Refills: 1 year Directions: _____mg intravenously on week 0,2, and 6 then every 6 weeks
 Administration Rate: □ Per Prescribing Information, as tolerated □ Other: _________________________________ 

 □ Active Psoriatic Arthritis                        □ Moderately to Severely Active Crohn’s Disease
 □  Chronic Severe Plaque Psoriasis      □ Moderately to Severely Active Ulcerative Colitis
                                                         
Dose: 5mg/kg Total dose: _________mg 
Quantity: __ Refills: 1 year Directions: _____mg intravenously on week 0, 2, and 6 then every 8 weeks
 Administration Rate: □ Per Prescribing Information, as tolerated □ Other: _________________________________ 

Pre-Medications 
□ Acetaminophen 650mg 30 minutes prior to infusion PO
□ Diphenhydramine 25mg 30 minutes prior to infusion PO
□ Solu-Cortef _______mg slow IVP □ Solu-Medrol __________mg slow IVP Administered: □ Pre □ Halfway □ Upon Completion

Anaphylaxis 
Orders and 
Medications

Flushing Protocol □ Sodium Chloride 0.9% 5-10mL pre and post medications □ Heparin________Units/mL ___________mL as needed

 Pump and Ancillary
Supplies □Pump and supplies as needed for administration and appropriate disposal of infusion materials

Skilled Nursing Visits □ As needed for IV access, administration and appropriate clinical monitoring

Access Type

Negat ive TB 

Last  Dose  Next  Dose  

Pract ice Name

P A T I E N T  I N F O R M A T I O N

Patient Name

 Address

Phone 

Primary Diagnosis/ICD10

C L I N I C A L  I N F O R M A T I O N

Date of  Birth

Pr imary Insurance

Gender at  Birth Female

City ,  State,  Z ip

P R E S C R I P T I O N  I N F O R M A T I O N

Prescr iber  S ignature Date

Prescriber Name
NPI #

UPI   #

City ,  State,  Z ip

□  Per ipheral  IV □  P ICC □  Implant  Port  □  Broviac/Hickman 

Al lergies

 Orders :
 1 .  Stop Infus ion 2 .  Cal l  91 1  and prescr ib ing physic ian 3.  Administer  medicat ions per  protocol  Diphenhydramine 50mg /mL s low IVP/IM
 Administer  12 .5mg (w t .<15kg) ,  Administer  25mg (w t .15-30kg) Administer  50mg (w t .  >  30kg)

 Qt y 1  Epinephr ine 1mg /mL– Administer___ mg (w t .  <  15kg) IM,  Administer  0.15mg (w t .  15-30kg) IM,  Administer  0.3mg (w t .  >  30kg) IM 
 Qt y:  2  S odium Chlor ide 0.9% — Administer  250mL IV at  K VO (20ml/hr)

Current  Therapy

Off ice Contact  Phone
Secondary Insurance

Prior  Therapies/Durat ion of  Use

Current  Direct ions

In  order  for  brand name produc t  to be dispensed when gener ic  is  avai lable,  prescr iber  must  handwrite “Dispense A s Writ ten”  to prohibit  subst itut ion.  By
signing below,  I  cert if y  that  the above therapy is  medical ly  neces sar y and that  the provided medical  information is  accurate to the best  of  my knowledge.  I
author ize Pr imera Specia lt y  Infus ion to ac t  as  an agent to in it iate and execute the insurance pr ior  author izat ion proces s for  th is  prescr ipt ion and any future
f i l ls  of  the same prescr ipt ion for  pat ient  l isted above.  I  understand that  I  can revoke th is  designat ion by providing not ice to Pr imera Specia lt y  Infus ion.  Mai l
795 Pr imera Blvd,  Ste 1011 ,  Lake Mar y,  FL 32746 Phone (689) 303-3338 Fax (689) 303-3240

Negat ive HBV  □  Yes □  No   Date of  Test :

A V S O L A  
R E F E R R A L  F O R M

1
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