< CONTACT US:
0.0’0 Phone: (855) 889-9964
Fax: (855) 889-9965

PYRAMIDS Pyramidsinfusion.com

INFUSION SERVICES Rheumatology Enrollment Form

PATIENT INFORMATION
Patient Name: DOB: Phone:
Patient Weight: Ibs. (required) Address:

Patient Status: [ New to Therapy [JContinuing Therapy []Next Treatment Date:
DIAGNOSIS

[JRheumatoid Arthritis, unspecified I:IWegener’s Granulomatosis
[Unspecified Iridocyclitis CJAnkylosing Spondylitis, unspecified
[CJArthropathic Psoriasis, unspecified O Gout

[CJRheumatoid Arthritis with Rheumatoid Factor, unspecified [Jsystemic Lupus Erythematosus

[JRheumatoid Arthritis without Rheumatoid Factor, unspecified [Jother:
ICD-10 Code:

THERAPY ORDER

MEDICATION ORDERS REFILLS PRE-MEDICATIONS LAB ORDERS

D 4 mg/kg IV every 4 weeks for ______ doses, then followed by
8mg/kg every 4 weeks thereafter D ,,,,,,,,,,,, — D Acetaminophen DTB Screening Test*
D Actemra [ 4 mg/kg IV every 4 weeks **Dose not to exceed 800mg in RA/CRS** 500mg PO »> Actemra
D 8 mg/kg IV every 4 weeks ~ **Dose not to exceed 600mg in GCA** »> Cimiza
®> Infliximab
g ~ mg IV every 4 weeks » Stelara
) ) Initial Dose: Maintenance: ®> Simponi Aria
D Cimzia O 400mg subQ at weeks 0, 2, and 4 [J200mg subQ 2 weeks O Please choose one » Orencia
weeks []400mg subQ 4 weeks OR antihistamine: [ rositive ] Negative
. Ff;\flel:incy: [] piphenhydramine
[Jimmunoglobulin day(s) OR divided over _____ day(s) oY —— i [ _ O 25mg PO [JHep. B screening
day(s) OR divided over ______ day(s) Brand: 0O somg PO (H‘:P~ B ;wrface
antigen
. L »- Actemra
DMay substitute biosimilar per 0o _ | [ Loratadine % Cimiza
D ixi Frequency: insurance requirement 10mg PO ®> Infliximab
Infliximab : For internal use only: Brand: ___________________ ¥ Rituximab
DEvery _____ weeks L ¥ Simponi Aria
[o. 2, 6, then every 8 weeks oo not substitute. Brand: O fg“”;'ge [ rositive ] Negative
mg
D Krystexxa ] 8mg IV every 2 weeks o _ [JHep. 8 ¢
ep. B Core
Dose: Frequency: ?nn;t"?g:n); Total
[Jorencia | mgiv ] every 4 weeks o | adgditional » Rituximab
[[J 0. 2, 4 weeks, and every 4 weeks thereafter Pre-medications: [ Positive ] Negative
Dose:
[ 1000mg [ may substitute biosimilar per insurance requirement O D SOIU-Mr:grl\OIIP CJserum
. . For internal useonly:Brand: _______________________ § T -1 — i
DRItuxnmab 0375mg/m? Do not substitut }E/i T Izr:i;l:x?rgnlgk:)ulms
o not substitute. Brand:
Frequency: D D s°|u-c°rte|\flp Jrositive ] Negative
m
DOne Time Dose DDay 0, repeat dose in 2 weeks DWeekIy x4weeks § K T —M8
[ other: [IBaseline
[dsaphnelo [ 300mg IV every 4 weeks O Creatinine
» IVig
Initial Dose: Maintenance: O rositive ] Negative
DSImPOI’" Aria ] 2mg/kg at weeks 0, 4 and then every 8 weeks ] 2mg/kg every 8 weeks §[J -
Initial Dose:
initi *If TB or H titis B It:
E45mg subQ |.n|4t|'ally, 4 weeks later, followed by 45mg every 12 weeks D _______________ pos‘w‘;’_ pe‘g’aas'e‘;mv’iedse” sare
D Stelara -90mg subQ initially, 4 weeks later, followed by 90mg every 12 weeks ?ﬂﬂetduige‘::::J:n:efvtgenztr:entor
Maintenance: negative CXR (TB+)
D 45mg subQ every 12 weeks
D 90mg subQ every 12 weeks
PROVIDER INFORMATIO
Provider Name: Date:
NPI: Phone: Fax: Contact Person:

PRESCRIBER SIGNATURE

Prescriber’s Signature:
Date:
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