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Instructions for Completing the Allergy Immunotherapy Form
Section (A): Please check the appropriate boxes based on questions answered for your patient. 
Section (B): Please complete all information asked with dilution, vial cap color and expiration of the vial(s).
Section (C): It is important to complete this section in its entirety; this is what our allergy team will use to administer shots to your patient. If your patient is on 0.5mL, include a rebuilding schedule for the patient if they are delayed and dosing must be reduced.
· Please no percentages provide dose reduction if delayed in ml only.
· If the patient is on maintenance and is delayed, specify if we are to use the build-up or the maintenance schedule to return the patient back to maintenance.
· When the patient is starting “new maintenance vials” specify the appropriate schedule to use, build-up or maintenance. Allergist offices differ when it comes to these instructions. Some require using the build-up schedule others follow the plan of care that a new “maintenance vial” builds using the maintenance schedule.
Just a reminder “see attached” will not be accepted. We appreciate your time and attention in completing our immunotherapy form. Our goal is to minimize calls to your office and avoid delays in your patient’s injection therapy. If you have any questions, feel free to reach out to us.

Thank you,
JMU University Health Center Allergy Team














	

Allergen Immunotherapy Order Form 
For your patient’s safety and to facilitate the transfer of allergy treatment to our clinic, this form must be completed to provide standardization and prevent errors. Failure to complete this form will delay or prevent the patient from utilizing our services. Form’s with “see attached” will not be accepted. This form can be delivered by the patient, mailed, or faxed (see address and fax above). Please also provide documentation of students last injection date/dose.

Patient Name:						 Date of Birth: 			    	

Physician: 				   Office Phone: 			      Secure Fax:			______

Office Address: 												

(A) PRE-INJECTION CHECKLIST:
· Is student required to have epi-pen with them at time of injection?  	NO		 YES             
· Is student required to have taken an antihistamine prior to injection? 	 NO	        	 YES	

(B) INJECTION SCHEDULE:

VIAL 1:
Vial Contents: ______________________________________________________________________________
Begin with  		___ (dilution) at 	___ml (dose) and increase according to the schedule below.
Is This Vial Currently in:   Build Up 	Maintenance 
	Dilution
	
	
	
	
	

	Vial Cap Color
	
	
	
	
	

	Expiration Date(s)
	        /        /        .
	        /        /        .
	        /        /        .
	        /        /        .
	       /        /        .

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml
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	ml
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	ml

	
	ml
	ml
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	ml
	ml

	
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	ml

	
	
	
	
	
	








VIAL 2:
Vial Contents: ______________________________________________________________________________
Begin with  		___ (dilution) at 	___ml (dose) and increase according to the schedule below.
Is this vial currently in:   Build Up 	Maintenance 
	Dilution
	
	
	
	
	

	Vial Cap Color
	
	
	
	
	

	Expiration Date(s)
	        /        /        .
	        /        /        .
	        /        /        .
	        /        /        .
	       /        /        .

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	 
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	ml

	
	
	
	
	
	




VIAL 3:
Vial Contents: ______________________________________________________________________________
Begin with  		___ (dilution) at 	___ml (dose) and increase according to the schedule below.
Is this vial currently in:   Build Up 	Maintenance 
	Dilution
	
	
	
	
	

	Vial Cap Color
	
	
	
	
	

	Expiration Date(s)
	        /        /        .
	        /        /        .
	        /        /        .
	        /        /        .
	       /        /        .

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
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	ml
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	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	ml

	
	
	
	
	
	







VIAL 4:
Vial Contents: ______________________________________________________________________________
Begin with  		___ (dilution) at 	___ml (dose) and increase according to the schedule below.
Is this vial currently in:   Build Up 	Maintenance 
	Dilution
	
	
	
	
	

	Vial Cap Color
	
	
	
	
	

	Expiration Date(s)
	        /        /        .
	        /        /        .
	        /        /        .
	        /        /        .
	       /        /        .

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
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	ml
	ml
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	ml
	ml
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	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	ml

	
	
	
	
	
	




VIAL 5:
Vial Contents: ______________________________________________________________________________
Begin with  		___ (dilution) at 	___ml (dose) and increase according to the schedule below.
Is this vial currently in:   Build Up 	Maintenance 

	Dilution
	
	
	
	
	

	Vial Cap Color
	
	
	
	
	

	Expiration Date(s)
	        /        /        .
	        /        /        .
	        /        /        .
	        /        /        .
	       /        /        .

	
	ml
	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	ml
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	ml
	ml
	ml
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	ml
	ml
	ml
	ml

	
	ml
	ml
	ml
	ml
	ml

	
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	Go to next Dilution
	ml

	
	
	
	
	
	





(C) MANAGEMENT OF MISSED INJECTIONS: (According to number of days from LAST injection)

	During Build-Up Phase
	After Reaching Maintenance

	·         to          days – continue as scheduled
	·         to          days – give same maintenance dose

	·         to          days – repeat previous dose
	·         to          days – reduce previous dose by _____ (ml)

	·         to          days – reduce previous dose by ______ (ml)
	·         to          days – reduce previous dose by _____ (ml)

	·         to          days – reduce previous dose by ______ (ml)
	· Over          days – contact office for instructions

	· Over       _   days – contact office for instructions

*Additional Instructions: 
_________________________________________________
	*If delayed use (check below) to return patient to maintenance:
Build up Schedule 	Maintenance Schedule 	


*When starting new maintenance vials use:

Build up Schedule 	Maintenance Schedule 




REACTIONS:
At next visit:	Repeat dose if swelling is >		mm and <		mm.
Reduce by one dose increment if swelling is >		mm.

Other Instructions: 																										____________
Physician Signature: 								Date: 				
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