AN CONTACT US:
L L X 2 Phone: (855) 889-9964

PYRAM I DS Fax: (855) 889-9965

Pyramidsinfusion.com
INFUSION SERVICES Dermatology Enroliment Form

PATIENT INFORMATION

Patient Name: DOB: Phone:
Patient Weight: _____ Ibs. (required) Address:
Patient Status: O New to Therapy [ Continuing Therapy [ Next Treatment Date:

DIAGNOSIS
Ociu

[CdDermatomyositis

O Pemphigoid/ Pemphigus
Cother:
ICD-10 Code:

[ psoriatic Arthritis
[ psoriasis

[ Generalized Pustular Psoriasis
O pemphigus Vulgaris
[ plaque Psoriasis

THERAPY ORDER

MEDICATION ORDERS REFILL PRE-MEDICATIONS LAB ORDERS

D 402"‘1%5#'3(3 ‘Ztk\)NEEkS 0.2, D 200mg SubQ every 2 weeks D .
. . an ollowed by . TB Screening Test
DC|mz|a OZOOmg D400mg SubQ every 2 weeks DAcetamlnophen ®> Cimzia g
<> 400mg SubQ every 2 weeks [] 400mg SubQ every 4 weeks [ s00mg PO B> Infliximab
B> llumya
Initial Dose: »Simponi Aria
D 100mg SubQ at weeks 0, 4, and every 12 weeks thereafter
D IIumya Maintenance: OPositive ONegative
] 100mg SubQ every 12 weeks Please choose one
antihistamine: [] Hep. B Screening
As required by patient’s insurance Test*
] nfliximab [J po not substitute. Infuse the following infliximab product: ____________ [[] piphenhydramine (Hepi; surface antigen)
Lo Cimzia
or Infliximab | M for Internal Use Only. Brand: O 25mg PO B> Infliximab
Biosimilar Dose: ______ mg/kg Frequency: [ Every ____weeks OR O somg PO B> Simponi Aria
[ 0, 2, 6 then every 8 weeks O - O )
- Positive Negative
Orders: Frequency: Loratadine
_____ mg/kg OR Every ______weeks x1 year OR D___________ D 10 PO D Hep. B Core
D IvVig ______gm/kg IV divided over ______ day(s) | ______ one time dose only mg Anfi'body Total
Preferred Brand*: (not IgM)*
*If left blank, clinicians to determine medication D X1 year D Cetirizine B> Rituximab
As required by patient’s insurance 10mg PO O Positive O Negative
D Do not substitute. Infuse the following rituximab product: _________
D for Internal Use Only. Brand: _______ o Serum
D Rituximab | Initial Dose: Immunoglobulins
of Rituximab | [ 1000mg 1V ato, 15 days Additional attach results
Biosimilar* | Maintenance: S > Rituximab
] 500mg Iv at month 12 and every 6 months thereafter Pre-medications:
Other Dose: Baseline
*Premedication Protocol: D Solu-Medrol Creatinine
< Solu-Medrol 100mg IV € Tylenol 1000mg PO <) Benadryl somgpPo/iv f | ———— mg IVP B> Ivig
Initial Dose:
. . D 2me/ke IV at weeks 0 and 4 D Other *1f TB or Hepatitis B results are
D Simponi 8/ke positive - please provide
Aria Maintenance: . .y TTTTTTTTTTTTT docl{mentatlon of treatment or
D ng/kg every 8 weeks rcn;::izlfj\earance, and a negative

PROVIDER INFORMATION

Provider Name:

NPI:

Date:

Phone:

PRESCRIBER SIGNATURE

Prescriber’s Signature:
Date:

Contact Person:

IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, proprietary,
or exempt from disclosure under applicable law. If you are not the named addressee, you should not disseminate, distribute, or copy the fax.
Please notify the sender immediately if you have received this document in error and then destroy this document immediately.

N
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