Infusion Solutions Inc.

Home Infusion & Specialty Pharmacy

P: (360) 933-4892
F: (360) 933-1197
www.infusionsolutionsinc.com

Zoledronic Acid (Reclast) ORDER FORM

PATIENT NAME: DOB:

HT: WT:

ALLERGIES:

DIAGNOSIS:

HAS THE PATIENT PREVIOUSLY RECEIVED IV Zoledronic Acid?

DOSE AND FREQUENCY:

ONO OYES LAST DOSE DATE:

ICD 10 CODE(S):

O Zoledronic Acid 5mg IV over at least 15 minutes once yearly

[ Other:

ANCILLARY ORDERS:

e Infusion Reaction Management per Infusion Solutions
Protocol.

e Alteplase 2mg |V to declot central IV access per Infusion
Solutions protocol as needed for occlusion.

e  Flush with 0.9% NaCl and/or Heparin 10 u/ml or 100 u/ml per
Infusion Solutions protocol.

e Llidocaine 1% - up to 0.2 mlintradermally PRN (may buffer
with sodium bicarbonate 8.4% in 10:1 ratio).

REQUIRED CLINICAL DOCUMENTS:
e Recent serum creatinine level; Creatinine Clearance
must be at least 35 ml/min.
e Clinical notes to support medical necessity, including
pastiron therapies and outcomes.

RECOMMENDED CLINICAL DOCUMENTS (provide if available):
e Evaluation of calcium and vitamin D deficiency, and
confirmation of adequate oral intake.

NURSING ORDERS:

e |fnocentrallV access, RN to insert peripheral IV.

e Monitor vital signs (temp, HR, RR, BP) before therapy, and
every 15-30 minutes or with each rate change.

e [faninfusion reaction occurs, decrease rate AND monitor
vital signs until symptoms subside. If the reaction persists
or worsens, stop the infusion, initiate reaction protocol,
and notify provider.

e Observe patient for at least 15 minutes after completion
of therapy.

REQUIRED SUPPORTING DOCUMENTS:

e Patient demographic and insurance information.

e Copy of front and back of insurance card if available.
e Patient’s medication list.

PRESCRIBER SIGNATURE (substitution permitted)

PRESCRIBER SIGNATURE (dispense as written)

PRINT NAME (FIRST AND LAST) DATE
477 W Horton Rd 5929 Evergreen Way 32129 Weyerhaeuser Way S 3000 Limited Lane NW
Bellingham, WA 98226 Everett, WA 98203 Federal Way, WA 98001 Olympia, WA 98502
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