
Intravenous Immunoglobulin

0.4 gm/kg         1 gm/kg         2 gm/kg          ______ gm

Infuse over _____ days (consecutive/non-consecutive days) every ______ week(s). Duration _______ month(s).

Ramp up infusion rate up gradually to max rate as per Apex Infusion protocol, clinical appropriateness, manufacturer guidelines, and 
patient tolerance.

Other: ________________________________________________________________________________________________________________

Anaphylaxis kit is sent as per Apex Infusion protocol. Flushing supplies are sent based on IV line type following SAS/
SASH technique as per Apex Infusion protocol.

Acetaminophen 650 mg  OR _____ mg PO as needed prior to infusion           	                

Diphenhydramine 25mg PO  OR ____ mg      PO      IV as needed prior to infusion          

Hydration _____ mL NS       Pre-Infusion        Post-Infusion        Both               

MEDICATION INFORMATION

This enrollment form contains confidential and proprietary information intended solely for the use of authorized recipient(s) or entities. The information it contains 
is confidential and protected by law. Any unauthorized review, use, disclosure, distribution, or copying of this document, in whole or in part, is strictly prohibited. 
Immediately notify Apex Infusion if you are not the intended recipient by calling (877) 501-6800, and return or destroy all copies.

PLEASE FAX THE FOLLOWING:

•	Patient demographics/insurance information

•	Therapies tried and failed

•	H&P/clincal summary/notes

•	Diagnostic test results: recent CBC/diff, CMP, BUN/SCr, EMG/NCS, biopsy, etc., as required   

Date:  / /     

Administration at:
Home 
MD Office
Infusion Suite:____________________

Patient Name:____________________________________________   DOB: / /

Allergies:_________________________________________________  Height:_______  Weight:_______

Address:______________________________________________________________________________

Email:_________________________  Home Ph:_____________________  Cell:_____________________

CBC/diff          CMP          Other:_______________________ 

Frequency: _________________

LABS

Peripheral          Central          Port          Other:_________________

Provider: _______________________________ Name:_______________________________ Ph:___________________  Fax:__________________

Office Contact: _______________________________ Email:_______________________________ Ph:___________________

IV LINE

v1.05 09/22/2026

ANAPHYLAXIS PROTOCOL IV ACCESS DEVICE FLUSHING PROTOCOL 

PRE-MEDICATIONS

Methylprednisolone _____ mg IV as needed prior to infusion  

Other pre-med: 

DIAGNOSIS

Phone. (877) 501-6800  Fax. (877) 501-6844IVIG ENROLLMENT FORM
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