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REMICADE INFUSION ORDERS
	

Patient Name:___________________________________  Date of Birth:_____________________

Address: ___________________________________ City:_________________   Zip:____________

Phone:____________________________  WT:  _______kg.        HT: ________in.

Diagnosis: _____________________________   Dose of Remicade:  3 mg/k      5 mg/k      Other    mg/k

Allergies:  _____________________________
Date of PPD/ QuantiFERON :____________Result:____________________________ ___________
Premedication:  100 mg Tylenol  and Benadryl 25 mg  or other ____________________________




Rx:________________________________________________________________
Physician Name:________________________   Date:___________________________________
Physician Address: ______________________________________________________________
City:__________________________________________________________________________
State:____________________________  Zip Code:_____________________________________
Phone:________________________________ FAX:____________________________________
Physician Signature:____________________________________  Date:____________________
Instructions:________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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