
DEMOGRAPHICS

Patient Name: _______________________________

Address: ____________________________________

City: __________________ State: ____ Zip:_______

DOB: ____/____/____            Male           Female

Phone: ______________________________________

SSN: _______________ Ht: ________ Wt: _________

ALLERGIES / REACTIONS

______________________________________________

______________________________________________ 

                  PHYSICIAN ORDERS

  

PRESCRIBING PHYSICIAN

Name:  _____________________________________

Address:  ___________________________________

City:City: ____________State: _____   Zip:  __________

Phone: ________________ Fax: ________________

License#:  __________________________________

DEA#: _________________NPI: _________________

 ORDER FORM
Vital Care of the Four States, 109 E Hickory St., Neosho, MO  64850

OFFICE 417-451-7900 / FAX 417-451-7915

IV / ACCESS  /  MAINTENANCE:

          CENTRAL LINE - Flush with Normal Saline 10 ml before each bag of medication.

          Subcutaneous Port - Flush with Normal Saline 10 ml before each bag of medication.

          Peripheral IV - Flush with Normal Saline 5--10 ml with IV start and before & after medication

          PICC - Flush with Normal Saline 10 ml before each bag of medication.   

DIAGNOSIS:

             ____________________              ____________________

Signature: __________________________________

Date: _______________________________________

Dilute Vyepti 100mg in Normal Saline 100ml

Dilute Vyepti 300mg in Normal Saline 100ml

Infuse over a minimum of 30 minutes  — Infusion Pump: Sapphire Pump

Infuse over a minimum of 60 minutes  — Infusion Pump: Sapphire Pump

VYEPTI 100MG IV EVERY 3 MONTHS                    REFILLS: _____________

VYEPTI 300MG IV EVERY 3 MONTHS                    REFILLS: _____________

                

             PRE-MEDICATIONS  /  LABS                                                                               REFILLS: _____________ 

Diphenhydramine _____ MG  IV  30  minutes before infusion Solu-Medrol  _______ MG IV 30 minutes before infusion

OTHER:  _____________________________________________________________________________________

LABS:  _________________________________________________________FREQUENCY___________________
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