
  ENTYVIO (vedolizumab) 300mg vial  *infuse x30 minutes
□ Starting Dose: 300mg IV at weeks 0 and 2	 QTY: 2
□Maintenance Dose: 300mg IV at week 6 then begin

        maintenance q8 weeks	 QTY: 1   Refills: _____

PRESCRIPTIONPRESCRIPTION

Gastroenterology ICD-10 Codes:	 □ K20.0 – Eosinophilic Esophagitis
□ K50.0 – Crohn’s Disease of the Small Intestine
□ K50.1 – Crohn’s Disease of the Large Intestine
□ K50.8 – Crohn’s Disease of Both Intestines
□ K50.9 – Crohn’s Disease, unspecified
□ K51.0 – Ulcerative Pancolitis

□ K51.2 – Ulcerative Procolitis
□ K51.3 – Ulcerative Rectosigmoiditis
□ K51.5 – Left-Sided Ulcerative Colitis
□ K51.9 – Ulcerative Colitis, unspecified
□ K58.0 – Irritable Bowel Syndrome with Diarrhea (IBS-D)
□ K72.9 – Hepatic Encephalopathy			 

TB test results: ___________      □ PPD Negative       □ Chest X-ray Negative
Labs: Hep S Ag & Hep B Core AB       Date of Labs:_____________________
AST: ___________	 ALT: ___________	 Bilirubin: ___________

DWO - NURSING ORDERS TO FOLLOWDWO - NURSING ORDERS TO FOLLOW

□ REMICADE (infliximab) 100mg vial      □ INFLIXIMAB

□ RENFLEXIS (infliximab-abda) 100mg vial
□ INFLECTRA (infliximab-dyyb)
□ IXIFI (infliximab-qbtx)  □ check with pharmacy for availability

*infuse x2 hours
□MD Office Infusion | Infusion supplies needed  □ YES   □ NO
□ Starting Dose: 5mg/kg ____mg IV on weeks 0 and 2     QTY: 2
□Maintenance Dose: 5mg/kg _____ mg IV at week 6 then begin

maintenance every 8 weeks for ____ infusions  QTY: 1   Refills: _____
□ Other____________________________________   	 QTY: _____   Refills: _____

STELARA (ustekinumab)   □ 130mg/26ml vial	 □ 45mg/0.5ml vial
□ 90mg/ml PFS	 □ 45mg/0.5ml PFS

□ Starting: Infuse  _____ mg IV initially, then maintenance
*infuse x60 minutes

        Weight of Patient (Kg)       Recommended Dosage	 Vials	
□ < 55 kg         260mg     2       
□ 55 kg to 85 kg         390mg     3       
□ > 85 kg         520mg     4       

□Maintenance Dose: Inject 90mg SQ 8 weeks after the initial
       IV dose, then continue every 8 weeks     QTY: 1   Refills: _____

SKYRIZI	□ 600mg/10ml (60mg/ml) SD Vial
□ 360mg/2.4ml (150mg/ml) SD PF cartridge

  Starter: Infuse 600mg over at least one hour at weeks 0, 4, & 8.
QTY: 1   Refills: 2

  Maintenance: Inject 360 mg SQ week 12 and then every 8 weeks thereafter
  QTY: _____  Refills: _____

□ OTHER _______________________
SIG: _______________________________________________  QTY: _____   Refills: _____

TEL: 877-567-8087   FAX: 877-567-8089GASTROENTEROLOGY REFERRAL FORM NPI #: 1245503648

Patient Name __________________________________________________ SSN (last 4):______________  DOB _________________  □ Male   □ Female
Street Address _____________________________________________ Apt# ________  City ___________________________ State _______  Zip ____________
Daytime Tel _____________________  Cell _____________________  Email ____________________________________  Height ________  Weight ________
Ship to Patient at  □ Home    □ Physician Office           Primary Language  □ English    □ Spanish    □ Other__________________________
Allergies __________________________________________________________________      □ PMH (attached)      □ Current Medications (attached)

ADDRESS PHONE PRIMARY CONTACTPRACTICE NAME

_____________________________________________________________________________________________________    #____________________________
PRESCRIBER NAME AND NPI#

________________________________ ________________________ ________________________________________________________

Insured’s Name	___________________________________________________ Relation to Patient __________________________________________________ 
Insured's Phone Number __________________________________    Prescription Card  □ Yes  □ No  If Yes, Carrier ____________________________
Policy/Group# ____________________________________  Bin# ____________________________________   Pcn# ____________________________________   

PLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDSPLEASE ATTACH COPIES OF PATIENT’S INSURANCE CARDS

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute, or copy this fax. Please notify the sender immediately 
if you have received this document by mistake, then destroy this document. Please direct all verification or notification to LUX Infusion or any of its subsidiaries using the contact information provided on this cover sheet.   RF021_v8  08/24

Please visit luxinfusion.com for more information

By signing this form and utilizing our services, you are authorizing LUX Infusion, its subsidiaries and their employees to serve as your prior authorization designated agent in dealing with medical and prescription insurance companies where allowed by law or contract.

Prescriber’s Signature ____________________________________________________                                           Date___________________(Signature required. NO STAMPS) 

Prescriber’s Email_________________________________________________________  Hand write: brand medically necessary, if needed
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