
Pulmonary  Order Form
Fax completed form to:  ____________________

©2022 Amerita Inc. All rights reserved.  
OO MOS PULMONARY ORDER FORM  06-30-22

PATIENT INFORMATION
Patient Name: Date of Birth: Referral Date:
Address: City/State/Zip:
Home Phone: Cell Phone: Work Phone:
Secondary Contact: Height: Weight:       Male         Female
Patient Diagnosis &  ICD-10: 
Allergies:

PROVIDER INFORMATION
Physician Name: Lic.#: DEA #:
Practice Name: NPI#:
Address: City/State/Zip:
Office Contact: Phone: Fax:
Supervisory Physician (if applicable):

PLEASE ATTACH
  Patient demographics & front/back copy of all insurance cards (prescription & medical)
  Recent office visit notes, history & physical, lab & pertinent procedure results
  Current medication list & list of prior medications tried and failed (with dates)
  Documentation on phenotype (Aralast and Glassia only)
  Chest x-ray results (Aralast and Glassia only)
  CT scan results (Aralast and Glassia only)
  IgA level (Aralast and Glassia only)

  Eosinophil levels (Fasenra, Cinqair and Nucala only)
  Alpha-1 antitrypsin levels (Aralast and Glassia only)
  FEV1 score (Aralast and Glassia only)
  Current Smoker?         Yes         No  (Aralast and Glassia only)
  Line access documentation/verification if applicable
  Letter of medical necessity if drug dosing or indication is outside of FDA guidelines

NURSING & LAB ORDERS
Nurse Orders: Nurse to provide assessment, teaching, lab draws, medication administration and vascular access device insertion and/or management per physician orders.
Flush Orders: NaCl 0.9% - 5-10mL flush pre and post infusion and as needed    Heparin -      10units/mL  ---OR---     100units/mL - 3-5mL flush after post-infusion NS flush if indicated to maintain line 
Lab Orders:							       Lab Date & Frequency:

PRESCRIPTION ORDERS
Anaphylaxis Kit: 	     Epinephrine 0.3mg IM as needed          Solu-cortef 250mg-500mg IV infusion as needed                Solu-Medrol 60mg - 125mg IV infusion as needed
(Check all that apply)	     Diphenhydramine _______ mg IV infusion as needed	     NS Hydration 500 ml IV infusion over 30 minutes as needed		     Other
Pre-Medications: 	     Acetaminophen _______mg PO _______ minutes prior to infusion	     Solu-Medrol _____mg IV ___minutes prior to infusion
(Check all that apply)	     Diphenhydramine _______ mg          PO  ---OR---      IV infusion _______minutes prior to infusion	     Other

Supply Orders: All supplies for vascular access line care, drug administration kit(s), pump, and IV pole will be provided as necessary

PRODUCT PRESCRIPTION INFORMATION REFILLS
Is this a first dose?        Yes         No    If No, when was last dose given?_______________ When is patient due for next dose?_______________

      ARALAST
60mg/kg IV infusion via    gravity    ---OR---      pump weekly over approximately 15 minutes
*Administer at a rate not to exceed 0.2 mL/kg body weight per minute    **Acceptable allotment +/- 10% based on vial lot/batch

________ 

      CINQAIR 3mg/kg IV infusion via      gravity    ---OR---       pump once every 4 weeks over 20-50 minutes ________ 

      FASENRA
    Induction:Induction:  30mg SubQ injection every 4 weeks for the first 3 doses 

    MaintenanceMaintenance: 30mg SubQ injection once every 8 weeks: 30mg SubQ injection once every 8 weeks

NONE

________

      GLASSIA
60mg/kg IV infusion via    gravity    ---OR---       pump once weekly over approximately 15 minutes
*Administer at a rate not to exceed 0.2 mL/kg body weight per minute **Acceptable allotment +/- 10% based on vial lot/batch

________ 

      NUCALA   100mg SubQ injection every 4 weeks	   300mg SubQ injection every 4 weeks ________ 

      TEZSPIRE 210mg SubQ injection once every 4 weeks ________ 

      XOLAIR   ______mg SubQ injection every ______weeks ________ 

      OTHER ________

____________________________________________	 ____________________________________________
Prescriber’s Signature	 Print Name	 Date	 Prescriber’s Signature	 Print Name	 Date 
Dispense as Written Substitution Permitted	

myoptionone.com mosaiciv.com

By signing this form and utilizing our services, you are authorizing OptionOne to serve as your prior authorization designated agent in dealing with medical and prescription insurance companies.

http://ameritaiv.com
http://ameritaiv.com

	Check Box 308: Off
	Check Box 307: Off
	Check Box 306: Off
	Check Box 305: Off
	Check Box 304: Off
	Check Box 303: Off
	Check Box 404: Off
	Check Box 403: Off
	Check Box 4012: Off
	Check Box 4011: Off
	Check Box 302: Off
	Check Box 301: Off
	Check Box 300: Off
	Check Box 4010: Off
	Check Box 409: Off
	Check Box 299: Off
	Check Box 298: Off
	Check Box 297: Off
	Check Box 296: Off
	Check Box 295: Off
	Check Box 294: Off
	Check Box 1065: Off
	Check Box 293: Off
	Check Box 292: Off
	Check Box 291: Off
	Check Box 290: Off
	Check Box 1064: Off
	Check Box 289: Off
	Check Box 288: Off
	Check Box 287: Off
	Check Box 2014: Off
	Check Box 2013: Off
	Check Box 2012: Off
	Check Box 286: Off
	Radio Button 1: Off
	Check Box 285: Off
	Check Box 2011: Off
	Check Box 284: Off
	Check Box 283: Off
	Check Box 282: Off
	Check Box 205: Off
	Check Box 281: Off
	Check Box 280: Off
	Check Box 204: Off
	Check Box 2010: Off
	Check Box 279: Off
	Text Field 85: (833) 470-1448
	Text Field 196: 
	Text Field 197: 
	Text Field 198: 
	Text Field 199: 
	Text Field 200: 
	Text Field 201: 
	Text Field 202: 
	Text Field 203: 
	Text Field 204: 
	Text Field 205: 
	Text Field 206: 
	Text Field 207: 
	Text Field 208: 
	Text Field 209: 
	Text Field 210: 
	Text Field 211: 
	Text Field 212: 
	Text Field 213: 
	Text Field 214: 
	Text Field 215: 
	Text Field 216: 
	Text Field 217: 
	Text Field 218: 
	Text Field 219: 
	Text Field 220: 
	Text Field 221: 
	Text Field 222: 
	Text Field 223: 
	Text Field 224: 
	Text Field 225: 
	Text Field 226: 
	Text Field 227: 
	Text Field 228: 
	Text Field 229: 
	Text Field 230: 
	Text Field 231: 
	Text Field 232: 
	Text Field 233: 
	Text Field 234: 
	Text Field 235: 
	Text Field 236: 
	Text Field 237: 
	Text Field 238: 
	Text Field 239: 
	Text Field 240: 
	Text Field 241: 
	Text Field 242: 
	Text Field 243: 
	Text Field 244: 
	Text Field 245: 
	Text Field 246: 
	Text Field 247: 
	Text Field 248: 


