
                     Kaba-IL Pri-Med Methylpred Ref Form 12-3-15 

 
Methylprednisolone Patient Referral and Prescription Sheet 

Return Signed RX via Fax to 773-775-2732 

To:  Lynn Welch, Pharm.D From:   Phone: 

Intake phone: 800-831-7740 Fax:  Number of Pages, Including Cover: 

Date:   DOB: Allergies: 

Patient Name:  Height: Weight: 

Medication Order: 
     Methylprednisolone  ______ gm in ______ mls in ______ L 0.9% Sodium Chloride infused once daily 
     over 1 hour via homepump 100mL/hr. 
     Duration: x _________ days; last dose on __________________; then discontinue above order 
     and discharge patient. 
 

Has patient received above medication previously:       Yes                No 
 

Epi-Pen 0.3mg  2 PaK Auto Injector 

Intravenous Access: PERIPHERAL 
     Flush orders = protocol: 
     ____________ 0.9% Sodium Chloride Flush:  3mL before and after each infusion and PRN 
     ____________ Heparin 100units/ml after last saline each infusion 

Laboratory Orders:_______________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________ 

Diagnosis: __________________________ 
Allergies: ___________________________ 
___________________________________ 

Chronic Conditions: _________________________ 

___________________________________________ 

___________________________________________ 

 

Date of Birth: Height: Weight: 

Nursing Coverage: ________________________________ 
 

Faxed                Communicated 

Please fax the following information: 
 Methylprednisolone order – include dose, route of administration, frequency, duration, and any 

premedications OR use Rx order section above 
 Patient demographics – include insurance information.  We will obtain authorization unless the 

insurance dictates otherwise 
 H & P OR progress note(s) describing diagnosis and clinical status 
 Labs – BUN/Creatinine (preferred within last 90 days) 

 

Orders Received via:  :           Faxed Prescription from MD ________________________________________ 
 

By:  _____________________________________________   MD Signature 

 
CONFIDENTIALITY NOTICE 

The following includes confidential, proprietary information that is the sole exclusive property of KabaFusion Holdings, LLC.  No rights in, relating to, or derived from such 

information are assigned or otherwise transferred by this document, and the recipient of such information is subject to obligations of secrecy to and for the benefit of 
KabaFusion Holdings, LLC.  Any unauthorized use or disclosure of such information is strictly prohibited. This message, together with any attachments, is intended only 

for the use of the individual or entity to which it is addressed and may contain information that is confidential and prohibited from disclosure.  If you are not the intended 
recipient, you are hereby notified that any dissemination, or copying of this message, or any attachment, is strictly prohibited.  If you have received this message in error, 

please notify the original sender immediately by telephone or by return fax and shred this document along with any other documents.  Thank you. 

Pri-Med Infusion Pharmacy | 5517 North Cumberland Ave., Suite 915 | Chicago, IL 60656 
Phone 800-831-7740| Fax 773-775-2732| www.kabafusion.com 


