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Description automatically generated]*ORDER VALID FOR ONE YEAR*
Scotland Outpatient Infusion
Phone:	910-291-7492
Fax: 	910-291-7065

	Patient:SC Methotrexate IM


	DOB: 

	[bookmark: _Hlk119082310]**check appropriate box**
**All orders with ☒ will be placed unless otherwise noted**

	Required lab results and/or tests prior to scheduling:
HCG, CBC w/ Differential, CMP, Rhogam Workup

	ICD 10/Primary Diagnosis:  
	ICD10/Secondary Diagnosis:
	☐ Dialysis Patient
☐ Non-Dialysis Patient 

	Height:
	Weight:
	Allergies:

	Infusion Therapy 
	Frequency

	☒   Fixed dose
Methotrexate sodium 25mg/ml injection 50mg/m2, intramuscular, ONCE. If dose is greater than 2ml, the Methotrexate will be in 2 syringes.
	☒  One dose


	Pre-Medication                                          ☐ NO PRE-MEDICATION REQUIRED                        

	Pre-medications administered 30 min prior to infusion

	Medication
	Dose 
	Route
	Medication
	Dose
	Route

	☐ DiphenhydrAMINE (Benadryl) Capsule
	25mg 
	Oral
	☐ Acetaminophen (Tylenol) tablet
	650mg
	oral

	☐ DiphenhydrAMINE (Benadryl) Capsule
	50mg
	Oral
	
	
	

	 PRN MEDS:
N/A

	PRN EMERGENCY MEDS:
☒ Per Facility protocol
☐ Provider requested Emergency Medication
_________________________________________

	Labs

	☐ Labs drawn prior to scheduling infusion (results provided) – HCG, CBC w/ Differential, CMP, Rhogam Workup.
Lab Orders to be drawn by facility:      ☐ NO LABS REQUIRED


	LAB
	FREQUENCY
	LAB
	FREQUENCY

	
	
	
	

	Provider Communication

	Refer to Policy/Procedure

	Nursing communication/Orders

	1. Confirm Consent is signed
2. Document Height and Weight for Pharmacy
3. Take vitals pre and post injection
4. If vitals are stable 20 minutes after injection, patient may be discharged.
5. Please check patient's appt desk for follow up visit with OB, if no appt please call clinic.
6. Confirm Order for HCG to be drawn 4 days post injection and 7 days post injection.




Provider printed name:____________________________________           NPI#: _______________________________________
Provider signature: _______________________________________           Date: _______________________________________
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