
  V9 1/2026 

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

                     NEUROLOGY                                  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 Edaravone (RADICAVA), 60mg, Intravenously over 60 minutes, daily for 14 days followed by a 14 day drug free period, for 
1 treatment 

 MAINTENANCE Edaravone (RADICAVA), 60mg, Intravenously over 60 minutes, daily for 10 days in a 14 day period followed a 14 
day drug free period, for _______ treatments  

 Efgartigimod alfa (VYVGART), 10 mg/kg, Intravenously over 60 minutes, Weekly, for 4 treatments 
-OR- 
Efgartigimod alfa-hyaluronidase (VYVGART HYTRULO), 1,008 mg/11,200 units, Subcutaneously, Weekly, for 4 treatments  

 Eptinezumab (VYEPTI), 100mg, Intravenously over 30 minutes, Every 3 months, for _______ treatments  

 INITIAL Inebilizumab (UPLIZNA) 300mg, Intravenously beginning at 42mL/hr and if no reactions, increasing every 30 minutes to a 
MAX of 333 mL/hr at 0 and 2 weeks followed by 300mg, Every 6 months, for 2 doses 
Pre-medicate with PO diphenhydramine 25mg, PO acetaminophen 650mg, and IV methylprednisolone 125 mg, Once, 30 minutes 
prior to each infusion 

 MAINTENANCE Inebilizumab (UPLIZNA) 300mg, Intravenously beginning at 42mL/hr and if no reactions, increasing every 30 
minutes to a MAX of 333 mL/hr, Every 6 months, for 2 doses 
Pre-medicate with PO diphenhydramine 25mg, PO acetaminophen 650mg, and IV methylprednisolone 125 mg, Once, 30 minutes 
prior to each infusion 

 Methylprednisolone succinate (SOLU-Medrol) 1,000mg, Intravenously over 15 minutes, Daily, for 5 treatments 

 Ocrelizumab-hyaluronidase (OCREVUS ZUNOVO) 920mg/23,000units, Subcutaneously over 10 minutes, every 6 months for 2 
treatments 

 INITIAL Ocrelizumab (OCREVUS) 300 mg, Intravenous beginning at 30 mL/hr and titrated up in increments of 30 mL/hr every 30 
minutes if no reactions to a MAX of 180 mL/hr, Every 2 weeks, for 2 doses,  
followed by 600 mg, Intravenous beginning at 40 mL/hr and titrated up in increments of 40 mL/hr every 30 minutes if no reactions to 
a MAX of 200 mL/hr, for 2 doses 
Pre-medicate with PO diphenhydramine 25mg, PO acetaminophen 650mg, and IV methylprednisolone 100 mg, Once, 30 minutes 
prior to each infusion 

 MAINTENANCE Ocrelizumab (OCREVUS) 600 mg, Intravenous beginning at 40 mL/hr and titrated up in increments of 40 mL/hr 
every 30 minutes if no reactions to a MAX of 200 mL/hr, Every 6 months, for 2 doses 
Pre-medicate with PO diphenhydramine 25mg, PO acetaminophen 650mg, and IV methylprednisolone 100 mg, Once, 30 minutes 
prior to each infusion 

 Rozanolixizumab (RYSTIGGO) ______ mg, Subcutaneous at 20 mL/hr, Every 7 days, for 6 doses 

 Tocilizumab (ACTEMRA) _____mg/kg, Intravenous over 60 minutes, Every 4 weeks, for _______ treatments  
OR 
Tocilizumab (ACTEMRA) 162 mg, Subcutaneous, Every ____ weeks, for _______ treatments  
Note: orders for tocilizumab IV will be automatically interchanged to the preferred biosimilar 

 

 

 

_______________________________                      _____________________________________________ ___________________________ 

Physician Signature   Printed name      Date/time 
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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 

 

 TB testing and Hepatitis B testing: must be documented at initiation with referrals for inebilizumab and 
tocilizumab. 

 Hepatitis B testing: must be documented at initiation with referrals for ocrelizumab. 

 Inebilizumab (Uplizna): provide quantitative serum immunoglobulins at initiation 
 

 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.   


