
Select patient referral location: Anchorage Palmer Fairbanks

Please fax or securely email to 1-907-921-7669 or RX@luxinfusion.com.
For new referrals, please include recent labs and last two office visit notes.

Clinic Phone Number: 1-907-744-1944  ·  luxinfusion.com

Please fax or securely email to 1-907-921-7669 or RX@luxinfusion.com.

Name:
Home phone:
Email:
Social Security #:
Gender:
Patient Status:

Physician’s Name:
License #:
Address:
City:
Office contact:
Office phone:

DOB:
Other phone:

Allergies:
Weight:

NPI#: 
DEA#:

State:
Email: 
Office fax:

Zip:

TIN#:

1. PATIENT INFORMATION

2. PHYSICIAN INFORMATION

New to therapy
M F

Continuing therapy Next due date (if applicable):

(and year of diagnosis)3. DIAGNOSIS INFORMATION

(required)6. SIGNATURE

PHYSICIAN’S SIGNATURE DATE

Followed by ________mg IV every ________ weeks
Then ________mg IV every ________ weeks
Infuse at _________________________________________

Soliris Order Form

Myasthenia Gravis
ICD 10 ( _______ )

Paroxysmal nocturnal hemoglobinuria ( _______ )
Atypical hemolytic uremic syndrome ( _______ )
Other (specify):

Please submit copies of the front and back or primary and secondary insurance cards with this referral.
4. INSURANCE INFORMATION

(requires new order every 12 months)5. PRESCRIPTION INFORMATION
PRE-MEDICATIONS

POST-MEDICATIONS

Acetaminophen

Acetaminophen

500mg

25mg

40mg

500mg

650mg

50mg

80mg 125mg IV

650mg

1000mg PO

PO IV (requires driver)

1000mg PO

Cetirizine (Zyrtec) 10mg PO (or other non-sedating 
anti-histamine)
Diphenhydramine (Benadryl)

Prednisone ___________ mg PO

Prednisone ___________ mg PO

Methylprednisolone (Solu-Medrol)

Other:

Other:

N/A

N/A
Vital signs per LUX Protocol

Administer ________mg IV every ________ weeks

Anaphylaxis & Hydration Management per LUX Protocol

SOLIRIS Initial Maintenance


	Check Box 1607: 
	Page 1: Off

	Check Box 1608: 
	Page 1: Off

	Check Box 16027: 
	Page 1: Off

	Text Field 7010: 
	Page 1: 

	Text Field 7011: 
	Page 1: 

	Text Field 907: 
	Page 1: 

	Text Field 90116: 
	Page 1: 

	Text Field 908: 
	Page 1: 

	Text Field 909: 
	Page 1: 

	Text Field 9010: 
	Page 1: 

	Text Field 948: 
	Page 1: 

	Text Field 949: 
	Page 1: 

	Text Field 950: 
	Page 1: 

	Text Field 951: 
	Page 1: 

	Text Field 952: 
	Page 1: 

	Text Field 953: 
	Page 1: 

	Text Field 954: 
	Page 1: 

	Text Field 955: 
	Page 1: 

	Text Field 956: 
	Page 1: 

	Text Field 957: 
	Page 1: 

	Text Field 958: 
	Page 1: 

	Text Field 959: 
	Page 1: 

	Text Field 960: 
	Page 1: 

	Text Field 961: 
	Page 1: 

	Text Field 962: 
	Page 1: 

	Check Box 1603: 
	Page 1: Off

	Check Box 1604: 
	Page 1: Off

	Check Box 1605: 
	Page 1: Off

	Check Box 1606: 
	Page 1: Off

	Check Box 1609: 
	Page 1: Off

	Text Field 965: 
	Page 1: 

	Text Field 966: 
	Page 1: 

	Text Field 1036: 
	Text Field 1040: 
	Text Field 1041: 
	Text Field 1042: 
	Check Box 1938: Off
	Check Box 1939: Off
	Check Box 1941: Off
	Check Box 1942: Off
	Check Box 16011: Off
	Text Field 9047: 
	Text Field 9048: 
	Text Field 9049: 
	Text Field 9050: 
	Check Box 19010: Off
	Check Box 19011: Off
	Check Box 1944: Off
	Check Box 1945: Off
	Check Box 1946: Off
	Check Box 1947: Off
	Check Box 1948: Off
	Check Box 1949: Off
	Check Box 1950: Off
	Check Box 1951: Off
	Check Box 1952: Off
	Check Box 1953: Off
	Check Box 1954: Off
	Check Box 1955: Off
	Check Box 1956: Off
	Check Box 1957: Off
	Check Box 1958: Off
	Check Box 1959: Off
	Check Box 1960: Off
	Check Box 1961: Off
	Check Box 1962: Off
	Check Box 1963: Off
	Check Box 1964: Off
	Check Box 1965: Off
	Check Box 1967: Off
	Check Box 1969: Off
	Check Box 1970: Off
	Check Box 1975: Off
	Check Box 1976: Off
	Check Box 1977: Off
	Check Box 1978: Off
	Check Box 1971: Off
	Text Field 1047: 
	Text Field 1048: 
	Text Field 1049: 
	Text Field 1050: 
	Text Field 1051: 
	Text Field 1052: 
	Text Field 1053: 


