
Diagnosis:

ICD-10 _______________________

Patients weight: __________
Lab Date:   _______________________ 
Allergies:    _______________________

ALSO INCLUDE...
Clinical/ Progress Notes 
Demographics Sheet
Current Medications
Labs

Please Attach All Insurance Information, front and back

MEDICAL  INFORMATION

Benlysta Dose:

BENLYSTA ORDER

 Date of last Benlysta Injection:   _________________

Additional  Comments:

Referring Physician:   ___________________________ Phone:   ___________________ 

Practice Address:   ________________________________________________________________

Office Contact:   _______________________________ Fax:   ____________________

Referring Physician's Signature________________________________ Date:   ____________

PHYSICIAN INFORMATION

NPI/ TIN:  _________________________

Patient Name:    __________________________________
Patient Phone:   __________________________________

DOB:   _________________________ 
SEX:      M F

Patients weight (kg):   ______________

M32.9:  Systemic Lupus Erythematosus

Other: _________________

Premeds: 

Initial/Reload Dosing:

Maintenance Dosing:

_________mg/kg IV on day 0, 2 weeks, 4 weeks then every   
_________weeks.

 _________mg/kg IV every _________weeks.

antihistamines:  ____________ H2 antagonist:  _________ corticosteroids: _________

Repower Infusions    Fax  281-715-5302     Phone  281-265-0100

Benlysta Injection Order
Fax  281-715-5302      Phone  281-265-0100


	Blank Page

	Text4: 
	Text6: 
	Text7: 
	Text13: 
	Text15: 
	Text16: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Group9: Off
	Text34: 
	Text35: 
	Text36: 
	Group43: Off
	Group3: Off
	Text1: 
	Text2: 
	Text3: 
	Text5: 
	Text8: 
	Text9: 
	Group10: Off
	Text11: 
	Text12: 
	Text14: 
	Text23: 
	Text24: 


