' g | NAME:
PROVIDENCE s

Health & Services INSURANCE:

| PROVIDER NAME:
ADULT AMBULATORY INFUSION DRDER | CLINIC NAME and Phone number:
POHYPERS-06/21 :

HEPERSENSITIVITY INFUSION REACTION BRDERS

Patient identification

STOP infusion if:
MILD REACTION: Localized prusitus, rhinitis, localized rash, fever graater than 38 degrees .
1. Stop infusion and maintain iV access with NS line.
2. Netity MD of symptoems and infusion reaction erders initiated.
MODERATE REACTION: Genaralized pruritus, generalizad flushing, rash, back pain, mild dyspnea, chiils,
hypotension with SBP less than 90 rmHg or greater than 20% decrease in SEP.
1. Biop infuston, but do not discard infosion bagfbotte unless instructed by MD that therapy is to
be discontnuead.
2. Maintain IV access with NS fina.
3. Placa patients in a supine position with lower exiremities plevated unless respiratory distrass or
nausea/vomiting,
4. Maintain airway.
SEVERE REACTION: Respiratory distrass {bronchospasm, stridar, wheezing, persistent cough, respiratory
degrassion, cardiac archythmia, chast pain, generalized urticariat (hives), syncops, gastrointastinal
symptoms {abdominal pain, N/V, diarrhea), hypatansion S8 less than 80 mmHg, face/throat/iongue
swealling, shack, loss of consciousness.
1. Stop infusion, but do not discard bag/bottie unless instructed by MD that therapy is to be
discontinued.
2. Say with patient and have another nurse notify MD of symptome and infusion reaction ordars
initiatad.
3. Place patients in suping position with lower extremities elevated unless respiratory distress or
nausea/vomiting,.
4. Maintain airway.
S, Maintain IV ascess with NS line.
G. Inpatiants: Activate cade blua for 1oss of blood pressurs, pulse, or consciousness.

MEDICATIONS:

s  Acetamincphen [TYLENQL) tablet 650 rng, Oral, EVERY &4 HOURS #RN, Pain, Other, Mild reaction.
Starting when relzased.

s DipbenbydrAMINE {Benadryt] injection, 25 mg, Intravenaus, EVERY 15 MIN PN, Maderate or
severa reaction, may repaeat x1. Starting when releasad, For 2 dosas.,

«  Mathyprednisolons sodium succinate {solu-MEDROL) 82.5mg/ml injaction, 125 mg,
Intravenous, ONCE PRN, Severe reaction. Starting when rejeased, For 1 dose. Mixwith 2 mL
provided diluent to maka 2.5 mg/mi.

»  Famoiidine (PEPCIDY injaction 26 mg, iniravenous, ONCE PRN, Modarate reaction, or
anaphylaxis, starting when released. Dilute 2 mi of famatiding with 8 mL of normal saline to &
final concentration of 2 mg/mi. Administer orderad dese over a periad of at least 2 minutes.

s Albuteral 90 meg/puif inhaler 2 puf, Inhalation, ONCE PRN, Severe reaction p. Starting when
released, For 1 dose. Shake well. Use with spacer.




| NAME:

| BIRTHDATE:

| INSURANCE:

| PROVIDER NAME:

| CLINIC NAME and Phone number:

ADULT AMBULATORY INFUSION ORDER
PCHIY PERS-06/21
HEPERSENSITIVITY INFUSION REACTION DRIERS

Patient identification

o Start oxvgen. For MODERATE Reaction: Start 2 liters 02 per nasal cannula as pended for Spd2
less than 23%. For SEVERE Reaction: Start continuaus puise oximetry. Administar & to 8 liters per
miinute {LPM) via face mask, or up to 1009 oxygen 1o maintain cxygan saturation greater than
20%.

s« EPINEPHrine 1 rog/ml iniection 3.3 mg. intramissculac, EVERY 5 MIN PRN, Anaphylaxis. Starting
when released, For 3 doses, Administer in the anterior tataral thigh using 1 - 1.5-inch needle for
airway obstruction symptoms and/or hypatension.

o Sodium chioride 0.9% (N3} infusion 500mi. At 300 mU/he, intravenous, PRN, Mederate reaction,
or anaphylaxis. Starting when released. Run wide open 1o gravity

Naote to prescribers:

Tha above instructions and arders for hypersensitivity reactions are considered active and valid if
this attachiment is accompanying an infusion crder form

X Date:




! | NAME:
W §\3&\\\\ A BIRTHDATE:

Health & Servxces INSURANCE:

| PROVIDER NAME:
ADULT AMBULATORY INFUSION ORDER | CLINIC NAME and Phone number:
PGHYPERS-06/21 ;

HEPERSENSITIVITY INFUSION REACTION ORDERS

Patiem dentification

By signing below, | represent the following:
Fam responsible for the care of the patient {wha is identihed at the top of this form).
thold an active, unresiricted licensa 1o practice medicine in Qregon.

My physician leense Nomberis § {MUST BE COMPLETER IO BEA
VALID PRESCRIPTIONY; and | am acting within my scope of practice and suthorized by law 1o order
infusion of the medications and bloed products describad above for the patiert identified on this
form.

Brovider's printed name:
Pravidar's signaturs:
Date:

Outpatient Infusion Services intake Team:
flease check the appropriate box for the patient’s preferred infusion center lucation:

QOutpatient lnfusion Services

O PORTLAND Phone 503-215-6046 Fax 503-487-3532

3 WILLAMETTE FALLS Phone 503-215-6046  Fax 503-387-3582

T3 MEDRDFORD Phone 341-732-7048 Fax 541-732-393%

T3 HGOOD RIVER Phone 541-387-1338 Fax 541-387-6137

1 SEASIDE Phone 503-717-7671 Califorfax #

3 NEWBERG Phaone S02-537-1450  Fax 503-837-1448
Ravi d 5727121 R Gral

Reviawed 9713 by CVD



i NAME:
PRQV %ﬁENCE BIRTHDATE:
. INSURANCE:
Heaith & Services . PROVIDER NAME:
ADULT AMBULATORY INFUSION ORDER | CLINIC NAME and Phone number:
POIRONSUC-06/21 :

IRON SUCROSE {WENGQFER]} infusion

Patient identification

Weight: kg  Height

Traatment Start Date:

________________ cm Allergies: Blagnosis Code:

**These orders will expive after 36% days; new orders are needed after the expiration data®*

GLHDELINES FOR ORDERING
1. Send FACE SHEET and H&P or most recent chart nota.

RAEDICATIONS: {must chack one)
fron sucrose (VENQFER}: {must check one)

100 myg in sodium chloride 0.9% 100 mi, intravenous, ONCE, over 30 rninutes
200 mg in sodivm chioride §8.9% 100 mi, intravenous, ONCE, over 30 minutes
300 my in sodivm chioride 0.9% 250 mi, intravenous, ONCE, aver 1.5 hours
460 g in sodivm chioride 0.9% 250 mi, intravenous, ONCE, aver 2.5 hours
500 rng in sodium chioride 0.9% 250 mi, intravenous, ONCE, over 3.5 hours
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Interval: {must check one}

& Dnce.

3 Dalyx doses.

[3 Everyother day s dases.,

€y Every weeksx doses.
3 Monthlve doses

1 Other:

AS NEFDED MEDICATIONS:
1 Sodium chicride 0.9%, 500 mL, intravenous, AS NEEDRED x1 dose for vein discomfort. Give
concurrantly with iran,

Standard included Nursing Orders:

¢ Vital signs. Monitor and record vital signs, tolerance, and presence of infusion-ralated
reactions prior to tnfusion and at the end of infusion.

v I bypaersansitivity or infusion reactions develop, temporarily hold the infusion, and aotify provider
immadiataly.

v nclude hypersensitivity reaction ovder set. {See attached form).
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IRON SUCROSE (VENQFER} infusion
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Patient identification

By signing below, | represent the following:
{ am responsible for the cars of the patient {whe is identified ai the top of this form).
{ held an active, unrestrictad license to pracrice medicine in Qregon.

My physician license Number is # [MUST BE COMPLETER YO BE A

VAL PRESCRIPTIONY: and | am acting within my scope of practice and autherized by law to order
infusion of the medications and bload products describad above for the patient idenufled on this
form.

Provider's printed name:
Provider's signature:
Date: ..

Quipatient Infusion Seivices Intake Team:
Please check the appropriate box for the patient’s preferred infusion center location:

Qutpatient infusion Services

O PORTLAND Phose 503-215-6046 Faox S03-487-3582
1 WHLAMETTE FALLS Phone 503-215-6046 Fax S03.487-3582

1 MEDRFORD Phone 5417337048 Fax 541-732-393%

3 HOOD RIVER Phone 541-387-1338  Fax 541-387-6137

{3 SEASIDE Phone 503-717-7671  (aliforfax #

3 NEWERBERG fhone 503-537-1450  Fax 503-537-134%8

Ruviowed /27121 B Grabawsh



