@ CONTACT US:
¢
L XL X Phone: (855) 889-9964

PYRAMIDS Fax: (855) 889-9965

INFUSION SERVICES Pulmonary Enrollment Form

PATIENT INFORMATION

Patient Name: DOB: Phone:

Patient Weight: _____ Ibs. (required) Address:

Patient Status: [JNew to Therapy [ Continuing Therapy [J Next Treatment Date:

DIAGNOSIS

CJAlpha-1 Antitrypsin Deficiency... ICD-10 Code: E88.01 CPersistent Asthma......cccueevvueeevieieiiieeieeeeeeeenee, ICD-10 Code: ____
[cChronic Idiopathic Urticaria....... ICD-10 Code: _______ [dSevere Asthma with Eosinophilic phenotype.... ICD-10 Code: ______
[CINasal Polyps....ccccceeeeeeeeeeeecnneeenne ICD-10 Code: [dsevere Granulomatosis with Polyangiitis......... ICD-10 Code:
[CJother: ICD-10 Code:

THERAPY ORDER

MEDICATION ORDERS REFILL LAB ORDERS

D Cinqair D3mg/kg IV every 4 weeks D Does p.atlent. have a baseline peripheral
blood eosinophil level of > 150 cells/mcL
within the past 6 weeks (asthma & EGPA) or

Initial Dose: > 1000 cells/mcL within 4 weeks (HES)?
D 30mg Sub-Q every 4 weeks for the first 3 doses followed by 30 mg Sub-Q O Yes O No
D Fasenra every 8 weeks thereafter
Maintenance Dose: [Jrevt score if applicable:

D 30 mg Sub-Q every 8 weeks

D Serum IgE level

DGlassia [J 60mgrkg Iv weekly 0 B> Asthma
B> Nasal Polyps Xolair

D Nucala [J100mg sub-Q every 4 weeks DSkin/RAST test
[[]1300mg sub-Q every 4 weeks Ox1 year #> Asthma Xolair
D Prolastin ] 60mgrkg Iv weekly DSerum IgA
B> Prolastin
B> Glassia
D Tezspire D 210mg Sub-Q every 4 weeks
D Alpha1t-antitrypsin (AAT) level
[J75mg sub-qQ [J375mg sub-qQ Frequency: B> Prolastin
DXoIair [J150mgsub-q [J450mg Sub-Q [every 2 weeks B> Glassia
Ll225me sub-q - [Js25me sub-Q D every 4 weeks D CBC w/ differential
[J300mg sub-q  []600mg Sub-Q %> Cingair
> Fasenra
DOther ] B> Nucala
Pre-Medications:
Additional Lab Orders:
Frequency:
PROVIDER INFORMATION
Provider Name: Date:
NPI: Phone: Fax: Contact Person:

PRESCRIBER SIGNATURE

Prescriber’s Signature:
Date:

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.

P y r a m i d s I n fu s i o n c o m Please notify the sender immediately if you have received this document in error and then destroy this document immediately.
)
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