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Purdue University Allergy Immunization Services 
601 Stadium Mall Dr., West Lafayette, IN 47907, Ph: 765-494-1818, FAX: 765-496-3205 

 

Allergen Immunotherapy Order Form 
**MUST BE FILLED OUT IN ITS ENTIREITY FOR YOUR PATIENT TO RECEIVE INJECTIONS** 

Patient Information 

Patient Name:  DOB:  

Allergist Name:  

Facility Name:  

Facility Address:  

Phone Number:  Fax Number:  

Phone Number for Late Instructions:  

Phone Number and Fax Number for Mixing Office (if different from above):  

  

Pre-Injection Orders (If not checked it will not be expected for patient to have completed prior to injection at PUSH) 

 Peak Flow      Must be >_______L/min to give injection. (Pt to bring with them to appointment) 
 Antihistamine prior to injection (to be taken by patient prior to arriving to PUSH) 

Injection Schedule/Buildup Schedule 

** Date of Last Injection (s):  Vial(s) and Dose(s) give:  

Begin with _________ (dilution) at _______ml (dose) and increase according to the schedule by _______ until a 
maximum tolerated dose of ___________ can be achieved, then repeat every _______________. 

If patient has complicated or extended build up, please use the Extended Build Up Form 

Dilution       

Vial/Cap Color       

Expiration Date ___/___/___ ___/___/___ ___/___/___ ___/___/___ ___/___/___ ___/___/___ 
 

 
 
 
 
 
 
 
 

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 ml ml ml 

Next dilution Next dilution Next dilution Next dilution Next dilution maintenance 
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Management of Missed Injection: (According to the # of days since last injection) 

During Build-Up Phase After Reaching Maintenance 

___to ___ days continue as scheduled ___to ___days maintain 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 written instructions 

Over ____days contact office for written instructions  

 

Reactions 

Repeat dose if swelling is >_________mm and <__________mm 

Reduce by one dose if swelling is >______________mm 

Rebuilding after missed injections or reactions 

*Pt is to return every ________days, increasing by _________ml until ______________ 

Extracts should be shipped: 

(All extract is shipped Mon-Tues-Wed from PUSH as Next Day delivery with tracking number available) 

 No ice 
 On ice 

 

 

 

 

Provider Signature: __________________________________ Date: ______________ 

PUSH will accept the following legal signatures 
Hand-signed (wet signature) 
Provider’s unique signature stamp 
Time stamped and validated electronic signature 

Order is valid for one year 


