
Date: [Insert Date] 

To: Infusion Center / Pharmacy Department 

Facility Name: [Insert Facility Name]  

 

PATIENT INFORMATION 

• Name: [Patient Full Name] 

• Date of Birth: [MM/DD/YYYY] 

• Patient ID/MRN: [Insert ID Number] 

• Diagnosis: [Insert Specific ICD-10 Code and Cancer Type] 

• Body Surface Area (BSA): [Insert Value] m 

 

TREATMENT REGIMEN 

Protocol Name: [Insert Protocol Name, e.g., BEAM, HiDAC] 

Cycle Number: [Insert Cycle #] of [Total Cycles] 

Drug Name Dosage (per m or kg) Calculated Total Dose Route Frequency/Day 

[Drug 1] [Value] [Value] mg IV [Days] 

[Drug 2] [Value] [Value] mg IV [Days] 

PRE-MEDICATIONS & HYDRATION 

• Hydration: [e.g., NS with 20 mEq KCl at 150ml/hr] 

• Antiemetics: [e.g., Ondansetron 8mg IV, Dexamethasone 10mg IV] 

• Other: [e.g., Mesna, Allopurinol] 

SPECIAL INSTRUCTIONS 

[Insert specific monitoring instructions, such as: "Monitor serum creatinine daily," "Assess for 

neurotoxicity before each cytarabine dose," or "Cryotherapy during infusion."] 

 

PRESCRIBING ONCOLOGIST 

Signature: __________________________ 

Name: [Physician Name] 

NPI Number: [Insert NPI] 



Contact Number: [Insert Phone Number] 

Department: Medical Oncology / Hematology  


