
PROVIDER INFORMATION

Referral Coordinator Name: Referral Coordinator Email:

Ordering Provider: Provider NPI:

Referring Practice Name: Phone:  Fax: 

Practice Address: City: State: Zip Code: 

at each dose
at each dose
at each dose

every _________________________
every _________________________
every _________________________

acetaminophen (Tylenol) 500mg 650mg / 1000mg PO

IV50mg PO 
125mg IV

cetirizine (Zyrtec) 10mg PO
loratadine (Claritin) 10mg PO
diphenhydramine (Benadryl) 25mg 
methylprednisolone (Solu-Medrol) 40mg 
hydrocortisone (Solu-Cortef) 100mg IV
Other: ______________________________________________________
Dose: ________________________ Route: ______________________
Frequency: _________________________________________________

PROLIA

Provider Signature Date 

Prolia

60 mg SubQ Injection once every 6 month 
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