
PRESCRIPTIONPRESCRIPTION

SUPPLY DETAILED WRITTEN ORDER (DWO) CONTAINING: ANAPHYLAXIS, IV ACCESS, SUPPLY DETAILED WRITTEN ORDER (DWO) CONTAINING: ANAPHYLAXIS, IV ACCESS, 
CATHETER MAINTENANCE, LAB WORK ORDERS, AND NURSING ORDERS.CATHETER MAINTENANCE, LAB WORK ORDERS, AND NURSING ORDERS.

Is this the first dose?  □ Yes  □ No
If no: List product_____________________    Date of last infusion_____________________     Next dose due__________________
Dose based on □ Actual Body Weight*   □ Adjusted Body Weight*   □ Ideal Body Weight*         *rounded to nearest 5 grams
Ship to Patient at  □ Home  □ Physician Office

  PHYSICIAN ORDERS Route of administration:  □ IV or □ SC
□ IG Therapy: Infuse IG _______ GMS or _______ gm/kg IV over _______ days or as tolerated.

If not specified, will follow company policy for IG administration.
       Frequency: _________________________________________________________________________________   QTY: ___________   # of Refills: ___________
□ Pharmacy to select IG Product     □ Specific Brand desired, please specify: ______________________________

□ Other Therapy: Infuse __________________________________	Dose________________	 Frequency ___________________________
       Route of Administration: ________________________________	Infusion Rate: ________________   QTY: ___________   # of Refills: ___________      
□ Pharmacy to select IG Product     □ Specific Brand desired, please specify: ______________________________
□ Other Medication: _____________________________________________________________________________________________________________________

Strength/Dosage: ______________________________________________________________________________________________________________________
SIG: _____________________________________________________   QTY: ___________   # of Refills: ___________

  PRE-MEDICATIONS   
  The quantity and refills for pre/post treatment medications and flush protocol medications will match the primary 
   therapy administration requirements

□ Diphenhydramine ______mg □ PO □ IVP         	□ Post infusion every 4-6 hours, as needed for itching/site reaction
□ Acetaminophen ______mg PO □ Post infusion every 4-6 hours, as needed for fever/headache
□ Prednisone ______mg PO
□ Benadryl ______mg □ PO □ IVP
□ Hydration _____________________________________________________________________________________________________________

ICD-10 Diagnosis: ________  Description_________________________________

□ Other ICD-10 ________  Description_________________________________

		     □ Other ICD-10 ________  Description_________________________________

IGA Deficiency:  □ Check box if patient requires low IGA product      □ Attach recent labs

Obtain Labs: Lab Frequency   □ Once   □ Monthly   □ Other: ________________________________________________________________________________

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.

                      (Signature required. NO STAMPS)                                               Hand write: brand medically necessary, if neededPrescriber’s Signature ____________________________________________________ AND                                                                                     Date___________________
Prescriber’s Email_________________________________________________________  Prescriber’s Fax ___________________________________________________________ 
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.  RF045-NIT_v2  09/23

Please visit luxinfusion.com for more information 

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

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 __________________________________________________________________      □ Current Medications (attached)

ADDRESS PHONE PRIMARY CONTACTPRACTICE NAME

_____________________________________________________________________________________________________    #____________________________
PRESCRIBER NAME AND NPI#

________________________________ ________________________ ________________________________________________________

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

Use QR Code to view 
common ICD-10 Codes 
and Clinical Requirements
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