A\ Y /
W Cosentyx’

(secukinumab)

Patient Status: ~ INEW* [ JCONTINUING

Next Due Date (if applicable)

Harizon

Infusions

Choose Location

*Include recent labs and last 2 office visit notes

Name

Phone

Email

Allergies

DOB

Other Phone

SSN

Weight [CLBS _JKg Gender “m [JF

INSURANCE INFORMATION (Required)

Submit copies of the front and back of primary and/or secondary insurance cards with this referral

Physician Name NPI#

License # TIN# DEA#

Address

City State Zip
Office Contact Email

Phone Fax

|| Ankylosing Spondylitis

DIAGNOSIS . . .

INFORMATION: [ ] Non-Radiographic Axial Spondyloarthritis
|| Psoriatic Arthritis

DOSING

1 Loading: 6mg/kg IV week 0

Maintenance: 1.75mg/kg IV Q4 weeks (MAX maintenance
dose 300mg Q infusion)

-]
_| Vvital signs per HI Protocol
-]

Anaphylaxis & Hydration Management per HI Protocol

CBC w/Diff Each Infusion Other Frequency (specify):

[]other

*Required Labs: TB within last year required
(prior to starting only)

PRE-MEDICATIONS | Ina
" Acetaminophen []500mg _l650mg | |1000mg

Fexofenadine (Allegra) 180mg PO (or other non-sedating antihistamine)
__ Diphenhydrimine (Benadryl) _125mg [150mg _JPO  []IV (requires driver)
~ Methylprednisolone (Solu-Medrol)  [J4omg _l8omg | 125mgiv
" Prednisone mg PO

Other

POST-MEDICATIONS N/
Acetaminophen | |500mg _|650mg | | 1000mg

__ Prednisone mg PO
Other

CRP Each Infusion Other Frequency (specify):

Other Frequency (specify):

Each Infusion Other Frequency (specify):

[ N N O

]
]
CMP _I EachInfusion
_|
_|

Each Infusion

Hepatic Panel Other Frequency (specify):

Renal Panel _1 Each Infusion _1 Other Frequency (specify):

Quantiferon TB Gold, annually, last completed (date):

0
0
LJ
LJ ESR
LJ
O
O
[] Other (specify):

Provider Signature

Date

For new referrals, please include recent labs and last two office visit notes.
Fax Referrals to: Kentucky (888) 977-0914 | New York (315) 457-4305 | Ohio (888) 977-0914 | Pennsylvania (724) 240-1586



	Check Box1: Off
	Check Box2: Off
	Location: [ ]
	Due date_af_date: 
	DOB_af_date: 
	Phone number: 
	SSN: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Phone: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Text63: 
	Text64: 
	Text65: 
	Text66: 
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Text67: 
	Text68: 
	Text69: 
	Text70: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Text71: 
	Text72: 
	Glassia: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Text73: 
	Text74: 
	Text75: 
	Text76: 
	Text78: 
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box49: Off
	Text77: 
	Text79: 
	Text80: 
	Text81: 
	Text82: 
	Text83: 
	Text84: 
	Date_af_date: 
	Prolastin: Off
	Text4: 
	Text5: 
	Text6: 
	Othrr Diag: Off
	ankyl: 
	psori: 
	otherrr: 
	Pre Med Acetaminophen: Off
	Pre Med Allegra: Off
	Pre Med Benadryl: Off
	Pre Med Solu Medrol: Off
	Post Med Acetaminophen: Off
	Post Med Prednisone: Off
	Pre Med Prednisone: Off
	Quantiferon TB Gold annually last completed date: Off
	Other specify: Off


