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Denosumab 
(PROLIA and biosimilars) 

 
PROVIDERS: Please include the following information to expedite the order: 

Patient demographics, insurance information, most recent visit notes, DEXA, and recent labs including calcium and vitamin D 
 

PATIENT INFORMATION  REFERRAL STATUS ☐New Referral  ☐Updated Order  ☐Order Renewal 

Patient: __________________________________________________________ DOB: _____________________________________________________________ 

ICD-10: ☐M80.0     ☐M81.0     ☐M81.4     ☐Other:___________________ Location of previous fracture: ______________________________________ 

Allergies: _______________________________________________  ☐NKDA Weight: _____________________________________________   ☐ lb    ☐ kg  

Patient Status:  ☐ New to Therapy    ☐ 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 
Infusion Therapy Center 

☒ Denosumab 
MUST SELECT PREFERRED PRODUCT. If preferred product is not 
covered or the insurance company requires a specific alternative, 
we will contact your practice. 
☐PROLIA 
☐Biosimilar (must indicate specific product): ___________________ 
Dose: ☐60mg     ☐Other____________ 
Frequency: every 6 months 
Route: subcutaneous injection 
Refills: ☐ No Refills  ☐ 12 months  ☐ _________________ 

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

 

   

LABORATORY ORDERS  

☐ ____________________________________________________  

PRE-MEDICATION ORDERS  

☐ ____________________________________________________  

☐ ____________________________________________________  

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: Hypocalcemia: Must be corrected before initiating Prolia.  May worsen, especially in patients with renal impairment.  
Adequately supplement patients with calcium and vitamin D. 

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