
 

State: 

Physician Name:  

Address:

City:

Phone: Fax:  

Date:  (required) 

IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee. It contains material that is confidential, privileged property or exempt from disclosure under applicable law. If you are not 
the named addresses you should not disseminate, distribute or copy this fax. Please notify the sender immediately if you have received this document in error and then destroy this document immediately.

 

Zip:

  Office Contact: (required)

  License:        

 DEA:

NPI: 

Physician Signature (no stamps):

IMMUNE GLOBULIN 
PRIMARY IMMUNE DISORDER 

TOLL FREE FAX 833.329.4844  
myscrx.com 

Patient Name Parent/Guardian (if applicable)

Address City, State, Zip

Main Phone Alternate Phone Email Address 

Date of  Birth MaleFemale Height*
inches

Weight*
pounds  (*required)

Other Drugs Used to Treat Patient’s Condition:

Allergies: First Dose of IG:      Yes       No

Any Tried and Failed Products?

Healthplan Name Member IDInsurance Card Faxed OR Info Provided

Ancillary Supplies: As needed for proper 
administration and disposal of medication 

Skilled Nursing: As needed for IV access, 
administration, and proper clinical monitoring

Administration: Procedures to be followed per 
specialty pharmacy protocol

Labs: Please provide patient's latest lab results:
• CBC & CMP
• IgG, Quantitive, Serum
• IgG, Subclasses (1-4)

Dose: _______________ gm/kg OVER_______________ day(s) EVERY ___________________ week(s) 
Other: _____________________________________________________________________________________________________________________

Infusion Rate: (please select one and provide complete information)
   Pharmacist to determine 

Labs: Results will be faxed to physician's office. If no frequency noted, ordered labs to be done for prior initial infusion only.

Labs Requested | Labs to be Drawn:_________________________________________________________ Frequency of Labs:________________________

Start at  
Access:      Peripheral 

  mL/hr, then increase by _____________ mL/hr every _____________ minutes to maximum rate _____________ mL/hr
 PICC       Port       Other:______________________________

Flushing:       Sodium Chloride 0.9% 5-15 ml pre and post medications,        Heparin        10 Units/mL       100 Units/mL  OR _______mL as needed 

Adverse/Anaphylactic Reactions: Follow pharmacy protocol, anaphylaxis kit will be provided containing:
• Qty 4, Diphenhydramine 25 mg Capsules and Qty 2, 50 mg/mL 1 mL Vial
• Qty 2, Epinephrine Injection Auto-Injector 0.3mg (>30kg pt) or 0.15mg (<30kg pt) Two-Pack
• Qty 4, 0.9% NaCl 10 mL PFS and Qty 1, 0.9% NaCl 500 mL Bag

        refill x 1 year      Decline
Pre-Treatment: Acetaminophen and Diphenhydramine included by default
• Acetaminophen 650 mg po 15-30 minutes before the infusion starts
• Diphenhydramine 25-50 mg po 15-30 minutes before the infusion starts       refill x 1 year                 Decline

          Aspirin 325 mg po 15-30 minutes before the infusion starts         refill x 1 year

Deliver to:        Home       Office       Infusion Suite      Other: __________________________
If shipped to prescriber's office or infusion clinic, prescriber accepts on behalf of patient for administration in office or infusion clinic. 

Specialty Care Rx Representative: 

Prior or Current IG Products Used?

Common variable immunodeficiency, unspecified 
Combined immunodeficiency, unspecified 
Hereditary hypogammaglobulinemia 
Nonfamilial hypogammaglobulinemia 
Wiskott-Aldrich syndrome

Selective deficiency of immunoglobulin M [IgM] 
Immunodeficiency with increased immunoglobulin M [IgM] 
Selective deficiency of immunoglobulin G [IgG] subclasses

Other: 

D83.9
D81.9
D80.0
D80.1
D82.0

     None       Other:____________________________________________________________

D80.4
D80.5
D80.3

Administer:      SCIG       IVIG     Product:      Pharmacist to Determine (or)       Formulation:

Dose: (please select option(s) and provide complete information, pharmacy to round the nearest 5 gram vial). IG refill as directed x 1 year
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