Infusion Solutions Inc.

Home Infusion & Specialty Pharmacy

Effective immediately, 7/1/2026, Infusion Solutions is pausing acceptance of new routine
IV iron referrals.

This change reflects an update to Infusion Solutions' current IV iron service line criteria and
referral review approach. It is intended to support appropriate clinical oversight, preserve
service quality, and avoid disruptions for patients currently in process.

Please note the following:
¢ Patients who are already scheduled will continue to be treated as planned.
¢ Patients who are already in the intake or authorization process will continue to be
managed.
o This change applies only to new routine IV iron referrals.
e Referral partners will be notified if this policy changes in the future.

Infusion Solutions greatly values our relationships with our referral partners. We will inform our
referral partners should we accept routine IV Iron referrals in the future.

Thank you,

Intake Department
Infusion Solutions

477 Horton Rd.
Bellingham, WA 98226
Ph: 360-933-4892
Fax: 360-933-1197

Confidentiality Statement

The information contained in this facsimile transmission is privileged and confidential and is intended only for the use
of the recipient listed above. If you are neither the intended recipient or the employee or agent of the intended recipient
responsible for the delivery of this information, you are hereby notified that the disclosure, copying, use or distribution
of this information is strictly prohibited. If you have received this transmission in error, please notify us immediately
by telephone to arrange for the return of the transmitted documents to us or to verify their destruction.



. . P: (360) 933-4892
Infusion Solutions Inc F: (360) 933-1197
www.infusionsolutionsinc.com
IRON ORDER FORM
PATIENT NAME: DOB: HT: WT:
ALLERGIES:
DIAGNOSIS: ICD 10 CODE(S):

HAS THE PATIENT EVER RECEIVED IVIRON? EINO  DOYES  Formulation(s):
Does patient have history of: ODrug allergies [JAsthma OAutoimmune disorder:

Is the patient pregnant? ONO [YES

O Venofer (iron sucrose): mg IV every 3-7 days for doses.

(Recommend 100-300 mg per dose; max 1000 mg per course; frequency < 3 times weekly)
**Please note: Venofer is typically preferred by insurance, unless other IV formulations have been tried and failed.
0 Feraheme (ferumoxytol): 510 mg IV for first dose, followed by a second 510 mg dose 3-8 days later.

O Other formulation/instructions:

ANCILLARY ORDERS: NURSING ORDERS:
e Infusion Reaction Management per Infusion Solutions e Ifnocentral IV access, RN to insert peripheral IV.
Protocol. e Obtain weight before each dose
e Alteplase 2mgV to declot central IV access per e Monitor vital signs (temp, HR, RR, BP) before therapy,
Infusion Solutions protocol as needed for occlusion. and every 15-30 minutes or with each rate change.
e  Flush with 0.9% NaCl and/or Heparin 10 u/mlor 100 e [faninfusion reaction occurs, decrease rate AND
u/ml per Infusion Solutions protocol. monitor vital signs until symptoms subside. If the
e Lidocaine 1% - up to 0.2 mlintradermally PRN (may reaction persists or worsens, stop the infusion, initiate
buffer with sodium bicarbonate 8.4% in 10:1 ratio). reaction protocol, and notify provider.
e Observe patient for 30 minutes after completion of
therapy.
REQUIRED CLINICAL DOCUMENTS: REQUIRED SUPPORTING DOCUMENTS:
e Baseline labs (CBC w/diff, iron panel, ferritin). e Patient demographic and insurance information.
e Clinical notes to support medical necessity, including e Copy of front and back of insurance card if available.
pastiron therapies and outcomes. 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

[Form Revised 5/29/26]
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