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Westerville
575 Copeland Mill Road
Suite# 2F
Westerville, Ohio 43081

I I lr;: e‘N’ell Lancaster
2405 Columbus Street

Suite# 210

Mission Medical Lancaster, Ohio 43130

Office: 212-803-3339 Fax : 646-768-8600

Alphal Proteinase Inhibitor, Human

(Prolastin-C Li&luid, Aralast NP, Glassia) Date:

PATIENT INFORMATION

Name:

DOB: SEX:M O FOI

Allergies:

Date of Referral:

PHYSICIAN INFORMATION

Physician Name*:

Practice Name:

Address:

Office Contact*:

Phone: Fax:

Email (for updates):

REFERRAL STATUS

[INew Referral [JReferral Renewal

[JMedication/Order Change

[IBenefits Verification Only ~ [IDiscontinuation Order

o NURSING

Provide nursing care per IVX Nursing Procedures, includingre-
action management and post-procedure observation

NOTE: IVX Adverse Reaction Management Protocol available
forreview at www.thrivewellinfusion.com

LABORATORY ORDERS

OCBC pateachdose oevery

OCMP  oateach dose O every
0Other:

PRE-MEDICATION ORDERS

oacetaminophen (Tylenol) 0 500mg / T 650mg/ ©01000mg PO
Ocetirizine (Zyrtec) 10mg PO
Oloratadine (Claritin) 10mg PO
odiphenhydramine (Benadryl)d25mg/ 050mg 0 PO/ OlV
Omethylprednisolone (Solu-Medrol) 040mg/ 0125mg IV

Other:

Dose: Route:

Frequency:

SPECIAL INSTRUCTIONS

THERAPY ADMINISTRATION

Alphat proteinase inhibitor, human, please choose one:

O (Prolastin-C Liquid) intravenous infusion with 5-15-micron
infusion filter
-Dose: 060mg/kg (+/- 10%) TOther:
-Frequency: OIV weekly oOther:
+Rate: 0 Administer up to 0.08ml/kg/min
OOther:
(No less than 15mins)

O Glassia
-Dose: 1060 mg/kg OOther:
Frequency: aIV weekly OOther:
-Rate DAdminister a rate not to exceed 0.2 mL/kg/min with 5
micron infusion filter OOther:

0 Aralast NP
-Dose: 060 mg/kg O Other:
-Frequency: OIV weekly OOther:
Rate: DAdminister at a rate not to exceed 0.2mL/kg/min

OOther:

O Flush with 0.9% sodium chloride at the completion of infusion

O Patient is required to stay for 30-minute observation post IV

O Patient is NOT required to stay for observation time

O Refills: o Zero / o for 12 months /0 (if
not indicated order will expire one year from date signed)

NOTES/ADDITIONAL COMMENTS:

ORDERING PROVIDER
Signature X

Date

Provider

Phone Fax




