
Othe 

uJnfusion 
CLINIC 

Dr Adrian Sartoretto and Associates 

General Referral 
□ Level 1 I 66 High Street □ Level 3 I Suite 305 I 161 Bigge St □ Level 1 I 517 St Ki Ida Road 

RANDWICK NSW 2031 LIVERPOOL NSW 2170 MELBOURNE VIC 3004 

p: 1300 122 300 p:1300 122 600 p:1300 122 400 

f: 1300 122 399 f: 1300 122 699 f: 1300 122 499 

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

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: ........................................................................................................................................................ DOB· ............................................................ PHONE: 

CLINICAL INFORMATION 

ALLERGIES: 

Weight: Hb: CREAT: eGFR: FERRITIN: 

MEDICAL HISTORY: □ Pregnant (Gestation in weeks ............... ) D
Fluid Restriction/ 
Professional Athlete D Heart Failure D Renal Failure

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

IRON ORDER (Pregnant women MUST be beyond 16 weeks gestation) 
Is the woman pregnant? D Yes D No 

Simplified Dosing Table 

Maximum single dose 20mg/kg 

Determination ofthe·need for lronu 

D Ferinject 500mg (single dose) D Monofer 500mg (single dose) Hbll Patient bodyweightD 

D Ferinject 1 g (single dose) D Monofer 1 g (single dose) 

D Ferinject 1.Sg (divided doses) D Monofer 1.Sg (single dose) 

D Ferinject 2g (divided doses) D Monofer 2g (divided doses) 

ZOLEDRONIC ACID 5mg 

D 5 mg IVI, once 

NP·Medicinewise; ·July· 2021 ll 

D Alternative protocol:------------------------------------

INTRAVENOUS MEDICATION ORDER 
ANTI EMETICS 

D Maxalon® 10mg 

D Stemetil® 12.5mg 

D Ondansetron D 4mg D 8mg 

ANTIBIOTICS Order is for a single dose unless otherwise specified 

D Cephazolin Dig D2g D Gentamicin 
4-Smg/kg ideal weight; 

D Ceftriaxone 1 g Use lower end if CrCl<40ml/min

D Ampicillin D 1 g D 2g Dose: 

0TH ER ORDER./NOTES�.Ple.ase .. specifydrug,do.se,ro.ute,Jr.equ.ency and .. du.r.atio.n.P/e.ase.c.ontact.us . .to.confirm.tbis.medica.tionis.otfered. 

INTRAVENOUS FLUID ORDER 

TYPE: 

D Normal Saline 0.9% 

D Hartmanns 

Rate/ Duration: 

VOLUME: 

0 500ml 

0 ll O 2L 

MIGRAINE/ HEADACHE MANAGEMENT ORDER 

D Fluids (please specify under Intravenous Fluid Order) 

D Stemetil® 12.5mg IV (may cause drowsiness) 

VEN ESE CTI ON ORDER □ �°d"et:::��i1iZatosis orPCV 

DRAW: □ 450ml Whole Blood (Standard) 
□ 250ml Whole Blood 
□ Order valid for 7 2 months

Frequency of venesections: ______ Number: __ _ 

D Paracetamol lg PO 

D Order valid for 72 months (PRN)

REFERRING DOCTOR (Drs 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 

NAME: ... 

ADDRESS: .. 

DOCTOR'S SIGNATURE:. 

TCF 1 General Referral Form 19/12/2022 

PROVIDER No ... 

D Please send correspondence via HealthLink 

D Please send referral pads

DATE:  

ABN: 52 168 930 818 
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