SQ Denosumab  (PROLIA®)

PHYSICIAN ORDER SHEET

Patient Name:________________________________________

Date of Birth:_________________________________________

Diagnosis: __________________________________________



Atlanta Arthritis Center, P.C.


(dba:  AARA)


1305 Hembree Rd. Suite 101


Roswell, GA 30076


Office: 678-867-0000


                   Fax: 678-867-0003              AAB








DRUG ALLERGIES


List Drug                                      Describe Reactions/Allergies





									


									


									


No known drug reaction/allergies





MEDICATION ORDERS








Medication(s)


                             Prolia 60mg SQ every 6 months x2.




















PRN MEDICATIONS:





Diphenhydramine (Benadryl®) _____ mg IV q4h prn





Diphenhydramine (Benadryl®) _____ mg PO q4h prn





Acetaminophen (Tylenol®) _______ mg PO q4h prn








POST- INFUSION





 D/C Home


Other: 								





NON-MEDICATION ORDERS





Patient Weight _________kg





PRE-Infusion CHECKLIST


Verify Patients Insurance Benefits have not changed at every infusion


______________________________________________________________________________





VITALS


Vital Signs at Baseline


Vital Signs when D/C Home





BLOODWORK


 								








INFUSION REACTIONS


Follow Approved Anaphylaxis Protocol for Severe Infusion Reactions




















DATE AND TIME








PHYSICIAN’S SIGNATURE








