Romosozumab-aqqg Health
(EVENITY) Redeen

Infusion Therapy Center

PROVIDERS: Please include the following information to expedite the order:
Patient demographics, insurance information, most recent visit notes, DEXA scan, and applicable labs

PATIENT INFORMATION REFERRAL STATUS [INew Referral [JUpdated Order [JOrder Renewal
Patient: DOB:
ICD-10: [IM80.0 [OM81.0 [M81.4 [IOther: Location of previous fracture:
Allergies: CINKDA Weight: O Okg
Patient Status: ] New to Therapy [J Continuation of 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:
NURSING THERAPY ADMINISTRATION

Utilize hypersensitivity protocol established by Redeemer Health Romosozumab-aqqg (EVENITY) subcutaneous injection

Infusion Therapy Center Dose and frequency: 210 mg once monthly

Provide nursing care and observation according to Redeemer Health
Infusion Therapy Center policies and procedures

LABORATORY ORDERS Refills: (1 12months (O ___

Route: subcutaneous

O
O
SPECIAL INSTRUCTIONS

Redeemer Health Infusion Therapy Center will conduct peer-to-peer review(s) on behalf of the prescribing provider for any insurance denials. If you
DO NOT AUTHORIZE Redeemer Health Infusion Therapy Center to do this on your behalf, check this box.[]

Note to prescriber: Correct hypocalcemia and vitamin D deficiency (eg, to a 25-hydroxyvitamin D level 220 ng/mL [250 nmol/L]) prior to initiating
therapy and ensure adequate calcium and vitamin D intake during therapy.

Provider Name (Print): Provider Signature (No Stamps): Date:

Phone: (215) 297-6829 Fax: (215) 267-9058
redeemerhealth.org/infusion-therapy-center Rev. 0326
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