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

              INFECTIOUS DISEASE                          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 
 

 Ampicillin (OMNIPEN) _________mg, Intravenously over 15 minutes, Frequency: _______________________, for __________ treatments 

 INITIAL Cabotegravir (CABENUVA) 600/900 mg, Intramuscular, Once, then 400/600 mg, Intramuscular, Every 4 weeks,  for _______ 
treatments   –OR–  

 Cabotegravir (CABENUVA) 600/900 mg, Intramuscular, Every 4 weeks x 2 doses, then 600/900 mg, Intramuscular, Every 8 weeks,  for 
_______ treatments  

 MAINTENANCE Cabotegravir (CABENUVA) 400/600 mg, Intramuscular, Every 4 weeks,  for _______ treatments    –OR– 

 Cabotegravir (CABENUVA) 600/900 mg, Intramuscular, Every 8 weeks, for _______ treatments  

 Cefazolin (ANCEF) _________mg, Intravenously over 30 minutes, Frequency: __________________________, for __________ treatments 

 Cefepime (MAXIPEME) _________mg, Intravenously over 30 minutes, Frequency: ______________________, for __________ treatments 

 Ceftriaxone (ROCEPHIN) _________mg, Intravenously over 30 minutes, Frequency: _____________________, for __________ treatments 

 Dalbavancin (DALVANCE) 1500 mg, Intravenously over 30 minutes, for one treatment 

 Daptomycin (CUBICIN) _________mg/kg, Intravenously over 30 minutes, Frequency: ____________________, for __________ treatments 

 Eravacycline (XERAVA) _________mg/kg, Intravenously over 60 minutes, Frequency: ____________________, for __________ treatments 

 Ertapenem (INVANZ) _________mg, Intravenously over 30 minutes, Frequency: ________________________, for __________ treatments 

 Fecal microbiota (REBYOTA) 1 enema, Rectally by gravity infusion, for one treatment 

 Foscarnet (FOSCAVIR) _________mg/kg, Intravenously, Rate: ________________, Frequency: ___________, for __________ treatments 

 Ibalizumab (TROGARZO) 2,000 mg, Intravenously over 30 minutes, for one treatment followed by 800mg Intravenously over 30 minutes every 
2 weeks for ____________ treatments 

 Immune globulin _____ g/kg, Intravenously beginning at 0.5 mg/kg/min and if no reactions, double every 30 minutes to a MAX rate of 8 
mg/kg/min for the first infusion. Subsequent infusions may begin at 4 mg/kg/min and if no reactions, increase after 30 minutes to MAX of 8 
mg/kg/min, Every ____ weeks, for ______ treatments  
Pre-medicate with PO diphenhydramine 25mg and PO acetaminophen 650mg, Once, prior to each infusion 
Note: orders for any IVIG product will automatically interchange to our preferred product 

 Meropenem (MERREM) _________mg, Intravenously over 30 minutes, Frequency: ______________________, for __________ treatments 

 Micafungin (MYCAMINE) _________mg, Intravenously over 60 minutes, Frequency: _____________________, for __________ treatments 

 Piperacillin-Tazobactam (ZOSYN) _________g, Intravenously over 30 minutes, Frequency: ________________, for __________ treatments 

 Remdesivir (VEKLURY) _________mg, Intravenously over 30 minutes, Frequency: ______________________, for __________ treatments 

 Telavancin (VIBATIV) _________mg/kg, Intravenously over 60 minutes, Frequency: ______________________, for __________ treatments 

 Vancomycin (VANCOCIN) _________mg, Intravenously, Rate: ________________, Frequency: ____________, for __________ treatments 

 

 

 

_______________________________________________ _____________________________________________ ___________________________ 

Physician Signature     Printed name      Date/time 
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                 INFECTIOUS DISEASE                                     Phone: (901) 752-6131 
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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 

 

 Cabotegravir (Cabenuva): provide CMP or liver function tests at initiation and every 12 months with new 
orders 

 
 

 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.   


