14107 Cortez Blvd

Brooksville FL 34613

P: (352)549-9962

F: (352)549-9963
www.360infusioncenter.com

E: info@360infusioncenter.com

Dalbavancin (Dalvance) 3 6

Provider Order Form rev. 3/7/23

PATIENT INFORMATION Referral Status: o New Referral o Updated Order o Order Renewal
Date: Patient Name: DOB:
ICD-10 code (required): ICD-10 description:
o NKDA Allergies: Weight (Ibs/kg): Height:
Patient Status: o Newto Therapy o 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 THERAPY ADMINISTRATION
0  TB status & date (list results here & attach clinicals) |:| Invega Initiation:

= Dose: o 1000mg initial followed 1 week later by 500mg (IV)
o0750mg initial followed by 1 week later by 375mg (IV)
0  Provide nursing care per 360 Infusion Center Nursing |:| Other

Procedures, including reaction management and post- = Frequency: o every week / oevery two weeks / o other:
procedure observation

LABORATORY ORDERS

I:l CBC o ateach dose o every
CMP  © ateach dose o every
CRP  © at each dose o every

[
D Other:

PRE-MEDICATION ORDERS

acetaminophen (Tylenol) o 500mg /= 650mg /= 1000mg PO
cetirizine (Zyrtec) 10mg PO

loratadine (Claritin) 10mg PO

diphenhydramine (Benadryl) o 25mg /o 50mg o PO /o IV
methylprednisolone (Solu-Medrol) & 40mg / & 125mg IV
hydrocortisone (Solu-Cortef) & 100mg IV

Other:
Dose: Route:

Frequency:

SPECIAL INSTRUCTIONS

OOoOC 0]

Provider Name Provider Signature Date
(Print)


http://www.360infusioncenter.com

	NURSING
	LABORATORY ORDERS
	PRE-MEDICATION ORDERS
	SPECIAL INSTRUCTIONS

	New Referral: Off
	Updated Order: Off
	Order Renewal: Off
	TB status  date list results here  attach clinicals: 
	at each dose: Off
	at each dose_2: Off
	at each dose_3: Off
	every: Off
	every_2: Off
	every_3: Off
	1: 
	2: 
	3: 
	Other: 
	500mg: Off
	650mg: Off
	1000mg PO: Off
	25mg: Off
	50mg: Off
	PO: Off
	IV: Off
	40mg: Off
	125mg IV: Off
	100mg IV: Off
	Other_2: 
	Dose: 
	Route: 
	Frequency: 
	1000mg initial followed 1 week later by 500mg IV: Off
	750mg initial followed by 1 week later by 375mg IV: Off
	Frequency_2: 
	every week: Off
	every two weeks: Off
	other: Off
	Provider Name: 
	Date: 
	Text130: 
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	NKDA: Off
	New to Therapy: Off
	Continuing Therapy: Off
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 


