
P A T I E N T  I N F O R M A T I O N

Pract ice Site Name:

M E D I C A T I O N  O R D E R S

I C D  C O D E / I C D  D E S C R I P T I O N

Emai l :

Phone: Fax:

Pract ice Address :

11240 W FM 1960 Rd W # 404
Houston, Texas 77065

Ph: 309-868–3354
Fax: 713-583-7802

Email: info@pureoneinfusion.com

Patient  Name:

Al lergies :

Phone:

Order ing Provider :

P R O V I D E R  I N F O R M A T I O N

Date of  Birth :

Height :  

R E Q U I R E D  D O C U M E N T A T I O N

This  order  is  s igned by provider
Pat ient ’s  demographics  AND insurance
information
Tr ied and fa i led therapies

HAS PATIENT RECEIVED TB TEST? IF YES,  DATE:  _______

Provider  Name Provider  S ignature Date

Specia l  Instruc t ions

Provider  NPI :

Cl in ica l/progres s notes support ing pr imar y diagnosis
Labs and test s  support ing pr imar y diagnosis
Pregnancy test  ( i f  appl icable)      

Remicade             Inflectra               Avsola
Loading dose:    5mg/kg     7 .5mg/kg     10mg/kg at  0,  2 ,  and 6 weeks then every ____ weeks thereafter

  OR  Flat  rate dose ______ mg ever y _____ weeks

Refi l ls :       x6 months        x 1  year                 doses
*Order val id x1  year unle s s indicate d

New Referral                  Dos e or  Fre quency Change                     Order Renewal

Weight :( lbs)

Sk yrizi  
Crohn’s  loading doses:  400 mg IV at  weeks 0,  4,  and 8

Ulcerat ive Col i t is  and Crohn’s  loading doses:  200 mg IV at  weeks 0,  4,  and 8

Maintanence dosing:  In jec t  360 mg SC at  week 12  and then ever y 8 weeks thereaf ter

Ent y vio  
300 mg IV at  0,  2  and 6 weeks then ever y ____ weeks thereaf ter

OR  ever y ____ weeks

Other :  Inc lude dosage,  frequency and any other  specia l  instruc t ions


