
  

   
  

Prolia (denosumab) Infusion Orders 

Pre-Medication 
☐ Tylenol 1000mg PO ☐ Solu-Cortef 100mg IVP 
☐ Cetirizine 10mg PO ☐ Diphenhydramine 25mg IVP 
☐ Diphenhydramine 25mg PO ☐ __________________________ 
☐ Solu-Medrol 125 IVP ☐ __________________________ 

Orders 

Dosage 
☐ 60mg SQ, every 6 months 
_________ Last Prolia injection date (if applicable)                                                               __________ Refills 

Notes 
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 

Ordering Provider 
Signature: __________________________________________________________Date: ________________________ 
Provider:_________________________________________ Phone: __________________ Fax: __________________ 
Address: _________________________________________________________________________________________ 
NPI: __________________________________________ DEA: ______________________________________________ 

6415 Fort Apache Road, Suite #175 
Las Vegas, NV 89148 

Phone: 702-665-5730 
Fax: 702-780-4887 

Patient Name: _________________________________________________   Date of Birth: _____________________  
Address: ______________________________________________________ Phone Number: ___________________ 
Gender:  ________ Height: ______ Weight: ______   (lb/kg) 

Diagnosis 
☐ _____ Age-related osteoporosis w/o current 
pathological feature  

☐ _____ Cancer treatment-induced bone loss due 
to hormone ablation therapy (CTIBL-HALT) 

☐ _____ Age-related osteoporosis w/ current 
pathological feature 

☐ _________________________________________ 

 


