Physician Name:

Allergy Injection Services Telephone Number:

University Health Services

150 Infirmary Way Address:
Amherst, MA 01003-9288
Phone: 413-577-5169 Fax Number:

Fax: 413-577-5106

Immunotherapy Guidelines

This form is a guideline for your allergist to complete or provide similar information in their own
documentation.

Name: DOB:

Original immunotherapy start date: Expected completion date:

History of systemic or other serious reaction? [ Yes (describe): O No
History of asthma? O Yes (describe): O No

Current medications:

Date of last injection: Dose: Reaction:

Vial Contents Dilution Expiration Dose Interval Build or
Maintain

Doctor’s orders if overdue by:

1 week:

2 weeks:

3 weeks:

4 weeks:

Doctor’s orders (for fresh serum) — Reduce dose: [ Yes [0 No [f so, please submit guidelines
Maintain or reduce dose for reaction: If so, please submit guidelines

Call allergist:

Other orders for this patient:

MD Signature:




