
  
  

SPEVIGO (Spesolimab-sbzo) Infusion Orders 

Pre-Medication 
☐ Tylenol 500mg/650mg PO ☐ Solu-Medrol 125mg IVP 
☐ Cetirizine 10mg PO ☐ Diphenhydramine 25mg/50mg IVP 
☐ Diphenhydramine 25mg/50mg PO ☐ __________________________ 
☐ Solu-Medrol 40mg IVP ☐ __________________________ 

Orders 

Dosage 
☐ __900___ mg I.V. one time over 90 minutes in 100 ml NS 
 
Frequency 
☐ Single dose☐ May repeat one dose an additional time in 1 week if flare persists  

Notes 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 

Ordering Provider 
Signature: __________________________________________________________Date:  ________________________ 
Provider: _________________________________________ Phone: __________________ Fax: _________________ 
Address: _________________________________________________________________________________________ 
NPI: __________________________________________ DEA: ______________________________________________ 

6415 Fort Apache Road, Suite #175 
Las Vegas, NV 89148 

PH: 702-665-5730 
FAX: 702-780-4887 

Patient Name: _________________________________________________   Date of Birth: _____________________  
Address: _____________________________________________________ _ Phone Number: ___________________ 
Gender:  ________ Height: ______ Weight: ______   (lb./kg) 

Diagnosis 
☐ _____ Generalized Pustular Psoriasis ☐ ____________________________ 

 


