
INTRAVENOUS ZOLEDRONIC ACID (Reclast®) 
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








NON-MEDICATION ORDERS





Patient weight _________kg





PRE- INFUSION CHECKLIST


BMP and Albumin current within 30 days on infusion


  


Creatinine Clearance ≥35 mL/min


Serum Calcium with in Normal Range








VITALS


Vital Signs at Baseline


Vital Signs before D/C Home





POST INFUSION


Encourage Patient to stay hydrated for next 48 hours


Other


 												





INFUSION REACTION


Follow approved anaphylaxis protocol














DRUG ALLERGIES


List Drug                                      Describe Reactions/Allergies





									


									


									


No known drug reaction/allergies





MEDICATION ORDERS








PRE- INFUSION





Start PIV access OR access port.


Other: 								


























ZOLEDRONIC ACID INFUSION


ZOLEDRONIC ACID 5 mg IV infused over 15-30 minutes





Other:___________________________________________________________________________________________________________________________________________________________________














POST-ZOLEDRONIC ACID INFUSION





D/C IV  OR  de-access port.


D/C Home


Other: 								











DATE








PHYSICIAN’S SIGNATURE








