
Othe Specialist Referral 

uJnfusion 
D Level 1 I 66 High Street 

RANDWICK NSW 2031 

p: 1300 122 300 
f: 1300 122 399 

□ Level 3 I Suite 305 I 161 Bigge St □ Level 1 I 517 St Ki Ida Road 
LIVERPOOL NSW 2170 MELBOURNE VIC 3004 
p:1300 122 600 

f: 1300 122 699 
p:1300 122 400 

f: 1300 122 499 

CLINIC e: reception@infusionclinic.com.au e: liverpool@infusionclinic.com.au e: melbourne@infusionclinic.com.au 

Dr Adrian Sartoretto and Associates www.infusionclinic.com.au 

Please note this referral is for the administration of therapy only, this does not constitute a referral for investigation or other management 

PATIENT 

NAME: .... 

CLINICAL INFORMATION 

Indication for referred therapy: 

ALLERGIES: ____________ _ 

DOB: .. PHONE:. 

WEIGHT: ___ _ FLUID RESTRICTION: ______ _ 

** PLEASE ISSUE A VALID SCRIPT TO PATIENT FOR ALL REQUESTED DRUGS** 

PRE-MEDICATION 

D Hydrocortisone: D 50mg IVI OioomglVI D Methylprednisolone: Dose: mglVI D Loratidine: 10mg PO 

INTRAVENOUS BIOLOGIC AGENTS The prescriber assumes all responsibility for the completion and review of relevant screening tests prior to referral 

D lnfliximab: D Induction D Maintenance 

ORemicade® D1ntlectra• D Renflexis® Dose: mglVI D Round dose up to nearest whole vial 

D Natalizumab: Dose: mg IVI every 4 weeks 

D Tocilizumab: Dose: 
D Ocrelizumab Dose: mg IVI D Induction D Maintenance 

mg IVI every 4 weeks 

D Eptinezumab: Dose: ..................... mg 
D Vedolizumab Dose: mg IVI D Induction D Maintenance 

IVI every 12 weeks 

D Ustekinumab: Body weight of patient at Dose Number of Ustekinumab vials 
the time of dosing 130mg/26ml (Smg/ml) 

Div Dose: mg 
□ 55kg or less 260mg 2 

Dsc Dose: mg (For /BO indications only. Single dose only) □ 55kg to 85kg 3 

INTRAVENOUS INTRALIPID® 

□ 100ml of lntralipid® 20% 
Diluent: 500ml Normal Saline 0.9% 
Duration of infusion: Over 2 hours as per The Infusion

Clinic protocol 

□ more than 85kg 520mg 4 

D Alternative protocol: 

Volume: .......................... ml of lntralipid® 20% in volume ___ ml Normal Saline 0.9% 

Duration of infusion: ____ hours 

D lstTreatment Date: ______ _ D 2nd Treatment Date: ______ _ D 3rd Treatment Date: ______ _ 

INTRAVENOUS BLOOD PRODUCTS 

D Concentrated Albumin 20% ___ units 

D IVlg D Under National Blood Authority Criteria D Organised with Private supplier: ... .. 

Product: _________ _ Dose: __________ Frequency: .................................................................. Duration: ...................................... . 

OTHER ORDER/ NOTES 

REFERRING SPECIALIST (Doctor's Signature essential for valid order) 

By signing below, I confirm that I have gained the patient's informed consent for the above procedure/treatment, after discussing the risks, 
complications and alternatives with the patient. The patient understands they may withdraw consent at any time. 

Specialist's Name: ..... 

Practice Address: .. 

Provider no.: ................................................................ . 

Phone number: _______ _ 

D Please send correspondence via HealthLink

D Please send referral pads

TCF 2 Specialist Referral Form 19/12/2022 ABN: 52 168 930 818 
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