
DOB:______________________________________________ Allergies:                   ___________________________________________________

violetinfusions.com (248) 971-1201

Full Name:________________________________________________________________ Weight:__________

NKDA

Recent Lab Results
Medication List

RN to access/start and deaccess/discontinue VAD as appropriate for
therapy administration. 

Other: Please fax alternative reaction orders, flush orders, or nursing
administration orders if checking this box

Patient Demographics and Insurance Card

Clinical/Progress Notes Supporting Dx

(248) 416-1499

ULTOMIRIS® (ravulizumab-cwvz) 

Phone Number:_____________________________________

Height:___________

Patient Status: New to therapy Continuing therapy Last Treatment Date:______________ Next Treatment Date:_____________

referrals@violetinfusions.com

Provider Name:___________________________________________________

Provider NPI:_______________________________________________________

Phone Number:______________________________________________

Fax Number:________________________________________________

Email:______________________________________________________

Referring Practice Address:_________________________________________

Referring Practice Name:___________________________________________

Provider Signature:______________________________________________________________________ Date:__________________________________

Office Contact Person:_______________________________________

City, State, Zip:____________________________________________________

lbs kg

Patient Information

Required Documentation

Primary Diagnosis

Therapy Administration

Lab Orders

Provider Information

Paroxysmal nocturnal hemoglobinuria (PNH)

Other: _________________________________________________

ICD-10 Code (required): _____________________

CBC at each dose every ______________

CMP at each dose every ______________

CRP at each dose every ______________

Other:______________________________________________

RN to manage VAD per company protocol and administer
ordered therapy per manufacturer guidelines.

RN to flush and lock VAD/CVAD per violet health protocol
(see violetinfusions.com/protocol for policy)

Administer acute infusion and anaphylaxis medications per violet
health protocol (see violetinfusions.com/protocol for policy)

Nursing Orders

40 kg-59 kg: Ultomiris 2400 mg IV at week 0, then Ultomiris 3000 mg
IV at week 2, then every 8 weeks thereafter

Weight based dosing:

60 kg-99 kg: Ultomiris 2700 mg IV at week 0, then Ultomiris 3300 mg
IV at week 2, then every 8 weeks thereafter

Prescriber enrollment in REMS program
Meningococcal vaccination (MenACWY and Men B)

Atypical hemolytic uremic syndrome (aHUS)

Neuromyelitis optica spectrum disorder (NMOSD)

Myasthenia gravis without (acute) exacerbation (gMG)

Myasthenia gravis with (acute) exacerbation (gMG)

Pre-Medication
Per violet health protocol:  No standard recommended
pre-medications for Ultomiris

Other:_____________________________________________________

 ≥ 100 kg: Ultomiris 3000 mg IV at week 0, then Ultomiris 3600 mg IV
at week 2, then every 8 weeks thereafter

Other:

Ultomiris ____________ mg IV every _________ weeks

Refills:

x 1 year

Other:_________________________

Order valid for one year unless otherwise stated


	Full Name: 
	Weight: 
	Check Box2: Off
	Height: 
	DOB: 
	Check Box4: Off
	NKDA: 
	Text6: 
	Check Box5: Off
	Last Treatment Date: 
	Next Treatment Date: 
	Check Box7: Off
	Check Box8: Off
	Check Box1: Off
	Check Box10: Off
	Check Box11: Off
	ICD-10 Code: 
	Check Box3: Off
	Check Box6: Off
	Check Box14: Off
	Check Box15: Off
	Other: 
	Check Box9: Off
	Check Box19: Yes
	Check Box20: Off
	Check Box21: Off
	Check Box24: Off
	Check Box29: Off
	Check Box33: Off
	Check Box12: Yes
	Check Box40: Yes
	Check Box13: Yes
	Check Box41: Yes
	Check Box34: Yes3
	Other3: 
	Check Box38: Yes
	Other4: 
	Check Box43: Yes
	Check Box44: Off
	Check Box45: Off
	Check Box47: Off
	Check Box49: Off
	Every: 
	Check Box51: Off
	Check Box53: Off
	Check Box54: Off
	Every3: 
	Check Box46: Off
	Check Box48: Off
	Check Box50: Off
	Every1: 
	Check Box52: Off
	Other5: 
	Provider Name: 
	Office Contact Person: 
	Referring Practice Name: 
	Phone Number: 
	Referring Practice Address: 
	Fax Number: 
	City, State, Zip: 
	Email: 
	Provider NPI: 
	Date: 
	Text63: 
	Text64: 


