* 6415 Fort Apache Road, Suite #175
]- e are Las Vegas, NV 89148
PH: 702-665-5730

INFUSION CENTER FAX: 702-780-4887

=

MONOFERRIC (Ferric derisomaltose) Infusion Orders

Patient Name: Date of Birth:

Address: Phone Number:

Gender: Height: Weight: (lb./kg)

Diagnosis

U Iron deficiency anemia U

O Iron deficiency anemia, unsp

Pre-Medication

I Tylenol 1000mg PO [1Solu-Cortef 100mg IVP
1 Cetirizine 10mg PO 0 Diphenhydramine 25mg IVP
1 Diphenhydramine 25mg PO O
1 Solu-Medrol 125 IVP O
Orders
Dosage

[1_ 50__ kg ormore: Administer 1000mg IV over 30 minutes as a single dose

[1_ Lessthan 50 kg: Administer 20mg/kg actual body weight IV over 30 minutes as a single dose

Notes

Ordering Provider

Signature: Date:
Provider: Phone: Fax:
Address:

NPI: DEA:




