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Baptist Cancer Center Call Center                            Phone: (901) 752-6131         Fax: (901) 722-0570 

                              ENDOCRINE                                    Phone: (901) 752-6131 

Fax: (901) 722-0570 

Patient Demographics 

________________________________________________________________________________ _______________________________  
Last Name    First Name      Middle Initial   Social Security Number 
 
_________________ _________________________ __________________________     __________________________  
Date of Birth  Phone Number            Insurance Provider            ID Number 
       

Provider Information 
 
____________________________ ______________________________   ____________________________________ 
Referring Provider Name  Phone Number        Practice Contact (Name) 
 
 
Clinical Information 
______________________________________        ______________  Allergies:________________________________ 
Diagnosis          ICD-10 code                   
 
Prescriber’s Orders:  orders expire after 12 months 
 

 INITIAL Belatacept (NULOJIX) 5 mg/kg, Intravenously over 30 minutes, Every 2 weeks x 5 doses, then Every 4 weeks, for 
_______ treatments  

 MAINTENANCE Belatacept (NULOJIX) 5 mg/kg, Intravenously over 30 minutes, Every 4 weeks, for _______ treatments  

 Burosumab (CRYSVITA), _____ mg/kg, Subcutaneous, Every 4 weeks, for _______ treatments  
Serum phosphorous levels will be monitored per PI and the dose adjusted accordingly 

 Denosumab (PROLIA) 60 mg, Subcutaneous, Every 6 months, for 2 doses 
Note: orders for denosumab will be automatically interchanged to the preferred biosimilar 

 Romosozumab (EVENITY) 210 mg, Subcutaneous, Monthly, for _______ treatments 

 Teplizumab (TZIELD) 65mcg/m2 x 1, 125mcg/m2 x 1, 250mcg/m2 x 1, 500mcg/m2 x 1, then 1,030 mcg/m2 x 10 doses, 
Intravenously over 30 minutes (total 14 doses for 14 consecutive days) 

 Teprotumumab (TEPEZZA), 10 mg/kg, Intravenously over 90 minutes, Once, followed by 20 mg/kg Intravenously over 90 min (x 
1 dose) and 60 min (remaining doses), Every 3 weeks for 7 doses 

 Thyrotropin alfa (THYROGEN) 0.9 mg, Intramuscularly, Daily for 2 doses 

 Zoledronic acid (RECLAST) 5mg, Intravenously over 15 minutes, Once 

 Zoledronic acid (ZOMETA) 4 mg, Intravenously over 15 minutes, Every ____ weeks, for _______ treatments  

 

Additional 
Order 

Comments: 

 

 

 

 

 

 

 

 

 

_______________________________________________ _____________________________________________ ___________________________ 

Physician Signature     Printed name      Date/time 
 

 
 
 
 
 
 
 
 
 
 
 



  V8 1/2026 

Baptist Cancer Center Call Center                            Phone: (901) 752-6131         Fax: (901) 722-0570 

 

                              ENDOCRINE                                    Phone: (901) 752-6131 

Fax: (901) 722-0570 

 
In order to refer a patient to one of the Baptist Infusion Centers, please send the following information: 

Patient’s complete demographics, including insurance information 
A copy of the patient’s diagnosis with the appropriate ICD-10 diagnosis code, preferably in the provider’s 
note 
A copy of the most recent labs and the most recent provider’s progress note 
A copy of the Baptist Cancer Center order sheet with the correct drug selected and the order signed, 
dated, and timed 

 
 

 Bone Agents: if referring for bone agents, provide a copy of a bone density scan completed in the last 
two (2) years.  

o Labs- calcium level completed within 30 days and repeated every 12 months; serum creatinine 
(zoledronic acid only) completed within 30 days and repeated every 12 months  

 Belatacept (Nulojix): provide documentation of enrollment into the Nulojix distribution program, EBV 
seropositive status, and negative TB screen. 

 Teplizumab (Tzield): provide documentation of Stage 2, type 1 diabetes by documenting at least two 
positive pancreatic islet autoantibodies in those who have dysglycemia without overt hyperglycemia using 
an oral glucose tolerance test (OGTT) or alternative method if appropriate and OGTT is not available 
 

 We will not proceed with prior authorization or scheduling the patient for treatment until all information 
requested is provided 

 Please ensure that we have a valid contact name and number should we need to call for additional 
information or to clarify orders 

 Please note that orders are only valid for 12 months.  After that time, new orders and new documentation 
must be provided.   

 
 
Thank you for allowing Baptist Cancer Center to care for your patients.   
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