
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

Primary Diagnosis :

Tr ied and fa i led therapies :

Pre -Me dications  
Acetaminophen:  500mg PO  OR   650 mg PO,  g iven 30-
60 minutes pr ior  to infus ion/in jec t ion

 Benadr yl :  25 mg /  50mg PO OR  25mg /50mg IV,  g iven
30-60 minutes pr ior  to infus ion/in jec t ion

Methylprednisolone:  100mg IV s low push,  30 minutes
pr ior  to infus ion

Other :

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

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

 

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

New Referral        Dos e or  Fre quency Change          Order Renewal        Re sume Me dication

Weight :( lbs)

Secondary Diagnosis :

Other :

Drug Name:

Route:  

Frequency:

Dose:


