IRON INFUSION REFERRAL

¢ vitalityinfusionsinc@gmail.com | &, (587) 288-6658

o 9 CLIENT INFORMATION

First Name * Last Name * Date of Birth *

DD/MMM/YYYY
Address Phone Number * Health Card Number *

o iZ] MEDICAL HISTORY

Primary Diagnosis * Past Medical History *
/7 /o
Current Medications * Allergies *
/7 /7
Lab Date * Hemoglobin * Ferritin *
DD/ MMM/YYYY
Previous Iron Infusion * Breastfeeding *
ONu O‘f‘es ONu OTes
Previous Reaction * Pregnant *
ONu OYes OND O‘t’es
Describe Reaction Gestational Age (weeks)
If yes... e.g. 24
/5

€© < IRON ORDER DETAILS

(O Venofer (lron Sucrose) (O Monoferric (Ferric Derisomaltose)
I CONTRAINDICATED:Not safe =12 weeks gestation. [ I CONTRAINDICATED:NOT approved during pregnancy or lactation.

SAFE:212 weeks gestation & breastfeeding, _ select | Do | Time _
| . | O 500 mg 30 min
_ Select | Dose | Time

O 100 mg 30 min O 1000 mg 30 min

O 200 mg 30 min O 1500 mg 30 min

O 300 mg a0 min O 2000 mg (2x1000 mg) 30 min

Max daily dose 300mg / Max regimen dose 1000mg Dose >1500 mg split =7 days apart

Total Dose (mg) * Infusion Sessions * Interval (days) *

e.g. 800 e.g. 4 e.qg.7

O PRESCRIPTION STATUS

(] v Prescription sent to pharmacy — Client must obtain before appointment with Vitality Infusions *

o 3 EMERGENCY REACTION ORDER

EMERGENCY MEDICATION ORDER
Check box to agree with reaction protocols *

Cetirizine 10mg PO Dexamethasone 10mg IV Epinephrine 0.3mg IM
Mild allergic reactions Moderate reactions Anaphylaxis/severe reactions

@ . HEALTHCARE PROVIDER INFORMATION

Name & Designation * PRACID *
Clinic Name Clinic Address
Phone * Fax Email

Signature *

Submission Checklist:

0O All required fields completed
Date * O Prescription sent to pharmacy

. O Emergency medications authorized
DD/MMM/YYYY Clear Signature O Provider signature completed

Vitality Infusions Inc.
Submit to: # vitalityinfusionsinc@gmail.com | & (587) 288-6658
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