v ™
Fairfield Greenwich r 1 e W e
1817 Black Rock Turnpike 469 W Putnam Ave

Suite 204 Ste 205,
Fairfield, CT 06824 Greenwich, CT 06830

13 .lh

Mission Medical

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

Secukinumab IV (Cosentyx IV)

Provider Order Form

Date:

PATIENT INFORMATION

Name: DOB: | sexM O FO
ICD-10 code (required): ICD-10 description:
LINKDA Allergies: | Weight Ibs/kg:

REFERRAL STATUS

[LINew Referral ~ [JReferral Renewal = [IMedication/Order Change  [IBenefits Verification Only ~ [JDiscontinuation Order

PHYSICIAN INFORMATION

Referral Coordinator Name:

Referral Coordinator Email:

Ordering Provider: Provider NPI:
Referring Practice Name: Phone: Fax:
Practice Address: City: State: Zip Code:
LABORATORY ORDERS THERAPY ADMINISTRATION
0O CBC Oateachdose Devery M Secukinumab IV (Cosentyx IV) Please indicate if both loading
O CMP Oateachdose [Oevery dose and Maintenance doses are needed.
O CRP DOateachdose Oevery M Loading Dose
O Other: = Dose: bmg/kg
*  Frequency: once at week 0
PRE-MEDICATION ORDERS *  Route: Intravenous
(Maintenance doses will be given every 4 weeks thereafter)
O acetaminophen (Tylenol) [ 500mg/ O 650mg/ OO 1000mg PO
O cetirizine (Zyrtec) 10mg PO O Maintenance Dose
O loratadine (Claritin) 10mg PO *  Dose: 1.75mg/kg (maximum maintenance dose 300mg
er infusion)
O diphenhydramine (Benadryl) O 25mg/ O 50mg O PO /O IV P
O thylprednisolone (Solu-Medrol)d 40mg / O 125mg IV ) Frequency: Every 4 weeks
meinyp i J J *  Route: Intravenous
O hydrocortisone (Solu-Cortef) T 100mg IV _
M  Infuse over 30 minutes
O Other:
Dose: Route: M Flush with 0.9% sodium chloride at infusion completion
Frequency: O Refills: O Zero/ Ofor 12 months / O

SPECIAL INSTRUCTIONS

(if not indicated order will expire one year from date signed)

Total dosages

Refills

NOTES/ADDITIONAL COMMENTS:

ORDERING PROVIDER
Signature X

Date

Provider

Phone Fax




