t1iedix Jubbonti® Order Form

infusion (denosumab-bbdz)
Patient Name: DOB: Phone: Sex:OMOF Ht: Wt OlbsOkg
Primary Language: Allergies:

Patient Preferred Location:

Diagnosis

ICD 10 Code (PROVIDE COMPLETE CODE)

[0 M81.0 Osteoporosis

[0 M85.80 Other Disorders of Bone Density

0m80.0 Osteroporosis w/Current Pathological Fracture
Other:

Infusion Orders
JUBBONTI (denosumab-bbdz)

SubQ: Inject 60 mg every 6 months for one year

Is the patient on any other disease modifying therapy? [Yes [INo

If yes, please note therapy and last dose:

If patient is currently on Prolia®, date of last dose:

Post Treatment Observations: The patient is observed for 30 minutes following the first administration.

Adverse Events: In the event of an adverse reaction occurring at a Medix Infusion suite, utilize the Medix Infusion adverse reactions
protocol.

Comments:

Required Clinical Documentation

+ Signed and completed order Supporting/labs diagnostics:
« Patient's demographic and insurance information
+ Patient's medication list Most recent serum calcium level within 12 months. Bone
+ Supporting clinical notes that include any past tried and/or density scans required every 2 years.
failed therapies, intolerance, benefits, or contraindications to
conventional therapy Medix Infusion will collect all necessary labs if not included in
referral documents

Referring Patient Information
Prescriber Name:

Signature: Date:

NPI #:

Supervising Physician (if applicable):
Address:
City: State: Zip:

Contact Name: Phone: Fax: Email:

MedixInfusion.com 11.26.25 Prescription Valid for One Year T 833.696.3349 F 972.499.9210
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