INTRAVENOUS INFLIXIMAB (Remicade®) 
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


Tb Skin Test reviewed  OR


CXR has been reviewed


Contact Physician if patient has signs of an active infection





VITALS


Vital Signs at Baseline


Vital Signs q 30 minutes and 15-30 minutes after infusion.  However, if prior history of an infusion reaction, monitor vitals q10 minutes for 30 minutes then q 30 minutes and for 30 minutes after infusion.





BLOODWORK:


Q _______ Week(s)





CBC with diff, ESR, CRP, CMP





TB SPOT Q 12 MONTHS


Other:


												

















DRUG ALLERGIES


List Drug                                      Describe Reactions/Allergies





								________	


							________		


							________		


No known drug reaction/allergies





MEDICATION ORDERS





TIMING & DURATION OF INFLIXIMAB INFUSIONS


Weeks #  ( 0   ( 2   ( 6 - initial 3 loading doses of Infliximab shall be given as outlined in the orders below.





Maintenance Infusions are to be given every _______ weeks as outlined in the orders below.





Duration: ( 52 weeks; OR  ( _____ weeks;  OR   ( 	infusions.








PRE-INFLIXIMAB INFUSION


Start PIV access.


 OR - Access port.


Premedicate with _____ mg PO Acetaminophen (Tylenol®) 30 minutes prior to the infusion.


Premedicate with _____ mg IV Diphenhydramine (Benadryl®) 30 minutes prior to the infusion.





Premedicate with 		 mg IV Methylprednisolone (Solu-Medrol®)


Premedicate with 		 mg IV Hydrocortisone (Solu-Cortef®)


Other: 								





INFLIXIMAB INFUSION


Infliximab 		 mg IV in 250 mL Normal Saline (Initial dose 3-5 mg/kg/infusion; maximum dose 10 mg/kg/infusion).  


		Ramped infusion per protocol.





Anaphylaxis PRN Medication(s):





Diphenhydramine (Benadryl®) _____ mg IV q4h prn


Acetaminophen (Tylenol®) ______ mg PO q4h prn





POST-INFLIXIMAB INFUSION


D/C IV & D/C Home


De-access port per protocol  & D/C home


Other: 								











PHYSICIAN’S SIGNATURE





DATE 








