Administration of
healthyhorns Injectable Medication

University Health Services Information and Instructions From the Ordering
Physician, Nurse Practitioner or Physician Assistant

This form must be completed in full and submitted with a copy of the patient’s most recent office visit
note before starting injections at University Health Services (UHS).

UHS Allergy, Immunization and Travel Clinic
Office 512-475-8301, Fax 512-471-7119

Mailing Address:  UT University Health Services, ATTN: Allergy, Immunization and Travel Clinic
100 W. Dean Keeton St., STOP A3900, Austin, TX 78712-1107

Prescribing Provider Information

License: __ Physician __ PhysicianAssistant ~_ Nurse Practitioner ~ Texas License Number:
_ N/A—Not licensed in Texas
NAME (UHS will assist students in establishing care with
alocal provider if their prescribing specialist is not
ADDRESS authorized to practice in Texas.)
PHONE FAX OFFICE HOURS

Patient Information

PATIENT NAME DATE OF BIRTH

DIAGNOSIS FOR INJECTABLE MEDICATION

MEDICATION NAME MEDICATION STRENGTH/CONCENTRATION
INJECTION DOSE INJECTION FREQUENCY

Route of Administration: ~__ Intramuscular ~__ Subcutaneous

Does pregnancy need to be excluded before administering this injection? _ Yes _ No __ N/A, Assigned Male at Birth

Provide instructions if the clinic or patient’s Provide any additional precautions, screening or monitoring required

schedule results in an early or late dose: before injection administration:

Okay to give dose up to days early.

Okay to give dose up to days late.

UHS nurses will hold the dose and contact the prescribing provider for

further instructions if the patient presents outside of this window.

Per UHS Policy, When a Patient is Sick For all patients receiving immunomodulating therapy,
and Presents for an Immune-Suppressing including TNF-alpha inhibitors or interleukin inhibitors:
Injection: Tuberculosistestresult: ~ N/A_ Attached

« Theinjection will be held.

Vaccine records,
« The prescribing provider will be contacted for

) X i including pneumococcal: _ N/A _ Attached
instructions regarding whether to hold, delay
or proceed with the injection.

PHYSICIAN, NP OR PA SIGNATURE PHYSICIAN, NP OR PA PRINTED NAME DATE
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