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                 RHEUMATOLOGY ORDER FORM 
                      P: 240.200.4464 F: 240.892.3005 

PATIENT INFORMATION: Fax completed form, insurance informa4on, and clinical documenta4on to 240.892.3005 
 
Pa$ent Name: _____________________________________ DOB: _________________ Phone: __________________________ 

 

Pa#ent Weight: _____________ lbs./kg. (required)  Pa#ent Height: _________    Allergies: _____________________________________________________ 
 
Diagnosis: ____________________________ 

o Rheumatoid Arthri#s, Unspecified  
o Unspecified Iridocycli#s 
o Arthropathic Psoriasis, Unspecified  
o Rheumatoid Arthri#s w/ Rheumatoid Factor, Unspecified  
o Rheumatoid Arthri#s w/out Rheumatoid Factor, Unspecified  

 

 
ICD-10 Code: __________________________ 

o Ankylosing Spondyli#s, Unspecified  
o Gout 
o Wegener’s granulomatosis  
o Systemic Lupus Erythematosus   
o Other: _______________________________

 
Drug Dosing Refill 

Actemra 

o 4 mg/kg IV every 4 weeks for _______ doses, then 8mg/kg IV every 4 weeks  
o 4mg/kg IV every 4 weeks  
o 8mg/kg IV every 4 weeks  
o Other dose: ____________ mg IV every ________ weeks  

 

Cimzia 
o Ini$al Dose: 400mg SubQ at weeks 0, 2, and 4  
o Maintenance Dose: � 200mg SubQ every 2 weeks OR � 400mg SubQ every 4 weeks  

 

Krystexxa o 8mg IV every 2 weeks   

Immunoglobulin 
(Ig) 

� IV  � SubQ    Brand: ______________________ AcDve Infusions to choose if not indicated  
o _________ gm/kg x _________ day(s) OR divided over ________ day(s)  
o _________ mg/kg x _________ day(s) OR divided over ________ day(s)  
Frequency: Every _________ weeks OR _______________________  

 

Orencia Dose: _______________ mg IV          Frequency: � Every 4 weeks OR   � 0, 2, 4 weeks and every 4 weeks thereaJer   

Simponi Aria 
o Ini$al Dose: 2mg/kg IV at weeks 0, 4, and then every 8 weeks  
o Maintenance Dose: 2mg/kg IV every 8 weeks  

 

Stelara 

Ini$al Dose:  
o 45mg SubQ iniDally, at 4 weeks, then 45mg SubQ every 12 weeks  
o 90mg SubQ iniDally, at 4 weeks, then 90mg SubQ every 12 weeks  

Maintenance Dose: � 45mg SubQ every 12 weeks   OR   � 90mg SubQ every 12 weeks  

 

Infliximab 
�May subsDtute biosimilar per insurance requirement   � Do not subsDtute. Brand: ____________________ 

Dose: ________ mg/kg IV     Frequency: � Every _________ weeks   OR   � 0, 2, 6, then every 8 weeks  

 

Rituximab 
� May subsDtute biosimilar per insurance requirement   � Do not subsDtute. Brand: ___________________ 

Dose: � 1000mg  OR  � 375mg/m2   OR   � Other: __________ 

Frequency: � One-Dme dose  OR  � Weekly x 4 weeks  OR  � Day 0, repeat dose in 2 weeks  

 

Saphnelo o 300mg IV every 4 weeks   

Premedica)on orders: Tylenol � 1000mg OR  � 500 mg PO 
Please choose one an4histamine: � Diphenhydramine 25mg PO    � Loratadine 10mg PO   � Ce4rizine 10mg PO    � Other: _____________________ 
Addi4onal premedica4ons:  � Solu-Medrol __________ mg IVP   � Solu-Cortef _________ mg IVP     � Other: ___________________________________ 

Please provide paEent’s demographic informaEon, insurance informaEon, medicaEon list, and clinical notes. AcEve Infusions will complete insurance verificaEon and submit all required documentaEon for approval to the 
paEent’s insurance company for eligibility. Our team will noEfy you if any addiEonal informaEon is required. We will review financial responsibility with the paEent and assist them in enrolling in any available co-pay 
assistance programs as needed/applicable. Thank you for the referral. 

 
Provider Name: ________________________________ Signature: _______________________________ Date: ___________________ 
 
Provider NPI: ________________________ Phone: _______________________ Fax: ____________________ Contact Person: ________________ 

MEDICAL INFORMATION  

THERAPY ORDER   

PROVIDER INFORMATION  


