Central Scheduling Phone: (334} 747-4450
Central Scheduling Fax: {855) 432-5002

+ Baptist

HEALTH

Provider Referral Order for Bamlanivimab and Etesevimab IV Infusion
under FDA Emergency Use Authorization for COVID+ Adults - For Outpatient Use Only

o oe_freland

DOB: B\\g\ ws SSi: L'“.’:{" “‘%"}q”q’ Sex: M OF Race: _QQJM—

Address: \lO“g‘ W\(b(\l\l?u %\Vd ]A(V" (LS\ \\A(}ﬂ )()YY)&EU ‘AL KLQ].OL{’

Street ' City J  state Zip

Telephone: (;5%“») q‘QQ" 06"}6 Alternate Phone: lj)%\—b qu\" (6:‘0(

Referring Provider: Phone #M Fax #: MLQ_
N Y2 \ﬁg §6KI Address: e 02 3

Diagnosis/Reason for Referral: U07.1 COVID-19, virus identified, is assigned to a disease diagnosis of COVID-19 confirmed by laboratory testin
MO233: Intravenous infusion, bamlanivimab and etesevimab, infusion and monitoring

PLEASE FAX PATIENT DEMOGRAPHICS WITH INSURANCE INFORMATION

Qualification Criteria (must meet ALL):
v~ Positive results of direct SARS-CoV-2 viral testing. Test Date: \
NOTE: A copy of positive COVID-19 test must be attached to this drder; rapid test not eligible
L Date of Symptom Onset: '_—X ! L()li EZI (10 days or less ta receive bamlanivimab and etesevimab)
1~ Patient’s weight is greater thdn 40kg (88 Ibs)

High Risk Clinical Criteria {must meet at least one of the following criteria to qualify to receive infusion):
Body mass index {BMI) 235
_____Chronic kidney disease
_\ Diabetes
. immunosuppressive disease
—___ Currently receiving immunosuppressive treatment
__ 265years of age

Moderate Risk Clinical Criteria (must meet the following criteria if High Risk Ciinical Criteria not met):
if patient is 255 years of age AND at least one of the following:
___ Cardiovascuiar disease, OR
Hypertension, OR
. Chronic obstructive puimonary disease/other chronic respiratory disease

Medication Orders: Bamlanivimab 700mg/Etesevimab 1400 mg in NS IV x 1 dose. Infuse over 1 hour.
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