
f, INTEGRATED
ocREvus@
PATIENT REFERRAL FORM

PHONE 800.734.2896
FAx 559.734.6451

Weight rbs Height

O NKDA

o Allergies

PRIMARY DIAGNOSIS

o Relapsing Multiple Sclerosis (MS) G35

PLEASE FAX THE FOLLOWING
ALONG WITH THIS ORDER

-Face sheeUDemographics
+taP
-Labs E Hepatitis B Screenlng Rosults
€opy of lnsurance Card
-If,D Notes

We will notify you wilhin 24 hours, once this retenal is received

lfyou do not receive a confirmalion pleaso call ,|.800.734.2896

or re-fax the referral to 559.734.6451

Nurs€roffc€ Conlacl

PHYSICIAN ORDER

o Loading Dose

Ocrevus@ 600 mg lV divided into 2 infusions
Administer 300 mg lV ov€r 2.5-4 hours on 0 week and 2 weeks

o Maintenance Dose

Ocrevus@ 600 mg every 6 months
Administsr 600 mg lV over 2-4 hours as tolerated
6 months afrer most rscent infusion

Has patient received Ocrevus@ before?
o Yes
oNo

lv AccEss
o Port
o Peripheral

o Pre-medication
Acetaminophen 650rng PO 1t30 minutes b€fo.e inlusion
Oiphonhydramine 2tng PO '1t30 minut€s berore intusion
t\,lothylprodnisolone i00 mg fV 1S30 minut€s b€lore infusion
Other

o As Needed Meds
NS I liter lV daily ov€r 4-6 hours
Ondansetron 8mg (add to NS b69s tor N^r')
Ondanselron 4mg lV push Q44 houB PRN NA/ ov6r 1-2 minutes

Thank you for the opportunity to assist in the
care of your pationt o Skilled nursing as needed for administration

I cortity that the u3e of tho indicatod traatmont i3 modically neces3ary and I will bo 3up€rvi.lng tlro patlonfg toahront

PhFici.n Signalure Oats

Tttu rrr.59!.o.rlahs co.ndanttaa Lltirrlrdr r.rd B tddld.d d{y L, tr k'dvdEl |raDd f }oreElt Etrld r.dr.!5.., y@ 16 rbr !o dsinate,.t tlbut , dc@yt i.6r.
P!6..€ rrl,, I 8&.7342896 imnEdi.rely il Fo h.E @iv€d bir d@mnr by di.t t6, tEn irrmdiatdy dGrroy ti! d@xBt.

ft23

CARE SYSTEMS

o Male o Female DOB:

o Anaphylactic Kit:
Epipen 0.3m9 2pk auto inieclor as directed
DiphenhydBmine '12.5 mg tab ,,4
Diphenhydramine 50 mgy'ml vial ,r2 as directed
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