
Entyvio®

Referring Physician Orders Rev. 4/2026 
Please fax completed referral form & all required documents to 770-618-9617

CPS Infusion ∙ P: (770) 618-9616 ∙ F: (770) 618-9617 ∙ E: info@cpsinfusion.com 

,V SaWienW FuUUenWl\ UeFeiYinJ WKeUaS\ abRYe IURm anRWKeU IaFiliW\"  ¨ 12 ¨ <(6
If yes, Facility Name: __________________________________  Date of last treatment: _____________  Date of next treatment: _____________ 

/$% 25'E5S:  Labs to be drawn by:  ¨ Infusion Center ¨ Referring Physician
¨ No labs ordered at this time
¨ CBC q __________  ¨ CMP q __________  ¨ CRP q __________  ¨ ESR q __________  ¨ LFTs q  _________  ¨ Other:

¨ Diphenhydramine 25mg PO
¨ Methylprednisolone 40mg IVP -OR- ¨ Hydrocortisone 100mg IV

P5E-0E'IC$7I21 25'E5S:
¨ No premeds ordered at this time 
¨ Acetaminophen 650mg PO

P$7IE17 'E02*5$P+ICS 

Patient Name:           DOB:                Phone: 

Address: City/ST/Zip: 

Allergies:  NKDA Weight:  lbs  kg Height:  in  cm

Insurance InforPation: Please attach copy of insurance card front and back (required) 

'I$*12SIS

,&'��� &2'(

I1F8SI21 25'E5S

27+E5 25'E5S 

¨ Other:

7(67 5(6U/76 (reTuired)
• TB Screening for Cimzia, Entyvio, infliximab biosimilars, Omvoh, Skyrizi, Stelara and Tremfya (submit results from within 12 months to start and annually

to continue therapy)

▪ Annual TB screening to be done by:  Infusion Center  Referring Physician

• Hepatitis B Screening for Cimzia and infliximab biosimilars (submit results to start therapy)
• JC virus (JCV) antibody testing for Tysabri (submit results to start therapy and every 6 months to continue therapy)

5EFE55I1* P+<SICI$1 I1F250$7I21 
Physician Signature: Date: 

Physician Name:  Provider NPI:  Specialty:  

Address:                 City/ST/Zip: 

Contact Person: Phone #:        Fax #: 
Email Where Follow Up Documentation Should Be Sent: 

5E48I5E' C/I1IC$/ '2C80E17$7I21 

P5,25 )$,/(' 7+(5$3,(6 (inFluGinJ '0$5'V� immunRVuSSUeVVanWV� anG biRlRJiFV) 

Reason for D/C: 
Reason for D/C: 
Reason for D/C: 
Reason for D/C: 

Medication Failed: 
Medication Failed: 
Medication Failed: 
Medication Failed: 
Medication Failed: 

 Dates of Treatment: 
 Dates of Treatment: 
 Dates of Treatment: 
 Dates of Treatment: 
 Dates of Treatment: Reason for D/C: 

Please coPplete �nd and �rd diJits to coPplete IC'��� for billinJ

Please attach Pedical records:  Initial +	P� current M' proJress notes� Pedication list� and labs�test results to support diaJnosis

0E'IC$7I21 
Entyvio® (vedolizumab) 

'I5EC7I21S/'85$7I21 
¨ Initial: Infuse IV over 30 minutes at Weeks 0, 2, 6, then every 8 weeks x 1 year 
¨ Maintenance: Infuse IV over 2 hours every 8 weeks x 1 year

(required) 

DOSE
300mg 

¨ K51.2 _____ Ulcerative (Chronic) Proctitis without Complications 
¨ Other: __________________________________, ICD�10 ________

¨ K50.0 _____ Crohn's Disease of Small Intestine without Complications 
¨ K50.1 _____ Crohn's Disease of Large Intestine without Complications 
¨ K50.8 _____ Crohn's Disease of Both Small and lg Int w/o Complications 
¨ K51.0 _____ Ulcerative (Chronic) Pancolitis without Complications

▪ Continuation labs to be done by: ¨ Infusion Center ¨ Referring Physician
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