14107 Cortez Blvd
Brooksville FL 34613

P: (352)549-9962

. - ) F: (352)549-9963
Vedolizumab (Enth(’) 3 6 (I— :' www.360infusioncenter.com

Provider Order Form rev. 10/12/2022

E: info@360infusioncenter.com

PATIENT INFORMATION Referral Status: DNew Referral [JUpdated Order [ Order Renewal
Date: Patient Name: DOB:

ICD-10 code (required): ICD-10 description:

[CINKDA  Allergies: Weight (Ibs/kg): Height:
Patient Status: [ JNew to Therapy  [_] Continuing Therapy Last Treatment Date: Next Due Date:

PROVIDER INFORMATION

Referral Coordinator Name: Referral Coordinator Email:

Ordering Provider: Provider NPI:

Referring Practice Name: Phone: Fax:

Practice Address: City: State: Zip Code:

NURSING

M  Provide nursing care per 360 Infusion Nursing Procedures,
including reaction management and post-procedure observation

M  TB status & date (list results here & attach clinicals)

LABORATORY ORDERS

[0 CBC [Jateachdose Oevery
[0 cMP [Jateach dose Cevery
[0 CRP [Jateach dose Oevery
[ Other:

PRE-MEDICATION ORDERS

acetaminophen (Tylenol) []500mg /[]650mg /[]1000mg PO
cetirizine (Zyrtec) 10mg PO

loratadine (Claritin) 10mg PO

diphenhydramine (Benadryl) (025mg / []50mg (PO /[JIV
methylprednisolone (Solu-Medrol)[]40mg /] 125mg IV
hydrocortisone (Solu-Cortef)[] 100mg IV

Other:

Dose: Route:

Frequency:

oOooooao

THERAPY ADMINISTRATION

M Vedolizumab (Entyvio) in 250ml 0.9% sodium chloride or lactated
ringer’s, intravenous infusion
= Dose: M 300mg
= Frequency: [Jinduction: week 0, 2, 6, and then every 8 wks
= [Omaintenance: every 8 weeks / O other:

= Infuse over 30 minutes
M  Flush with 0.9% sodium chloride at infusion completion

[0 Patient is required to stay for 30-minute observation
[ Refills:[JZero /[] for 12 months / []
(if not indicated order will expire one year from date signed)

SPECIAL INSTRUCTIONS

*Exercise caution when considering the use of Entyvio in patients with a history
of recurring severe infections. Consider screening for tuberculosis (TB) according
to the local practice.

Provider Name (Print) Provider Signature Date



	every: 
	every_2: 
	every_3: 
	Other: 
	Other_2: 
	Dose: 
	Route: 
	Frequency: 
	Infuse over 30 minutes: 
	Refills  Zero   for 12 months: 
	Text335: 
	Text336: 
	Text337: 
	Text338: 
	Text339: 
	Check Box340: Off
	Text341: 
	Text342: 
	Text343: 
	Check Box344: Off
	Check Box345: Off
	Text346: 
	Text347: 
	Text348: 
	Text349: 
	Text350: 
	Text351: 
	Text352: 
	Text353: 
	Text354: 
	Text355: 
	Text356: 
	Text357: 
	Text358: 
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Check Box391: Off
	Text392: 
	Text394: 
	Text395: 
	Check Box396: Off
	Check Box397: Off
	Check Box398: Off
	Check Box399: Off
	Check Box400: Off
	Check Box401: Off


