m HEALTE SERVICES
LYTH AT W ETIES

SETON HALL UNIVERS]TY
Phone: 973-761-9175 Fax: 973-761-9193

ALLERGEN IMMUNOTHERAPY ORDER FORM

our patient’s safety and to facilitate the transfer ofallergy treatment to our dinic, this formmust be completed to provide
standardization and prevent errors. Failure to complete this form will delay or prevent the patient from utilizing our services.
This form can be delivered by the patient, mailed, or faxed to our office.

Patient Name__ DQE \WHA\ Date of birth \ \ | ( 2000
Ordering Allergist_ DR, - prLEM Office phone 5SS -1y L Fax S5 - HI-LIIO
Office address_\ UNNERS\TY I“\le, AN\‘\A“‘&E ; NS O.] ©oo

I. PRE-INJECTION CHECKLIST

Is peak fiow required prior to injection? NO @If yes, peak flow must be > 3 oo_to give injection.
Is the patient required to take an antihistamine prior to injecﬁon@/YES

Is the patient required to have an EpiPen at the time of injection? NO
Length of time patient must wait in office following injection _ R0 M I N _

Il. INJECTION SCHEDULE - COMPLETE ONE FORM FOR EACH VIAL/ANTIGEN
Date of last injection Sllla?_;__ Dose of last injection __ O . | m_l_
Begin with 10,000 (dilution} at _Q: a2 __ml and increase every W& EK according to schedule below:

Dilution 119,000 1. 1000 1' 100 .10 1t
Contents DUST MiTES BUST MITES DusT MITES WST miTe S PJST M (TES
Color Vial <y LN ER REEN By VYeLd R&
Exp date t L/a 3 12/ B/ & 3 2 FY-IV 2. /3)/ 19
v\ mil £ ml I | ml a.{ ml g.04 ml
a2 mi 0.2 ml AR ml o ml .| mi
.3 m 0.9 ml .3 m| a3 ml O-15  mi
o.M ml 0. ml | ml A ml 0. =2 mi
9.5 ml oS ol g.& m g. ¢ mi . AS  mi
— mi - ml = ml — ml G.5 ml
—_ mi -— ml - ml - ml d. .35 ml
— ml - ml - ml - ml e | ml
— ml o ml - ml - ml A.4< ml
Go to next dilution Go to next dilution Go to next dilution Go to next dilution Gote-pew-diothn
0.5 m)
HI. MANAGEMENT OF MISSED INJECTIONS {according to number of days since LAST injection)
During Build Up phase After reaching maintenance
R o 1O days continue as scheduled ] to l3 days give same dose
1L 10)S days repeat previous dose R to weeks reduce by ml
|6 108 days reduce by ml “4 to { weeks reduce by ml
Over & ) days- contact office for instructions

IV. REACTIONS (instructions for next visit)
Repeat dose if wheal is > RE mmand< 5O mm Reduce dose by one increment if wheal is >.§ mm

Other instructions: _NOTE _Dosiées CHANGE FoR  REN Vv AC
Allergist Signature:_h/( A pcxu.u\ Date: % l J }Ag




