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ALLERGY IMMUNOTHERAPY ORDER FORM
Fax Completed Forms to 608-890-2203 Attn: Allergy Clinic. All Information is Required.

Patient Information 
Name ______________________________________ 
Date of Birth _____________________

Office Information
Office Location ______________________________________________________
Address ____________________________________________________________
Direct Phone _______________________
Secure Fax ________________________



Antihistamine, B-blocker, Asthma & Peak Flow Parameters

Currently prescribed a beta-blocker?		□Yes	□No

Moderate or Severe Persistent Asthma?		□Yes	□No

    If yes, peak flow must be >_____ L/min to proceed with injection


Required to take antihistamine prior to injection?	□Yes	□No	








Please Attach Instructions for: 	

□ Late Dosing
□ New Vial Dosing 
□ Local and Systemic Reactions 
□ Sick Protocol
 












Allergy/UHS Collaborative Approval

Allergist Signature_______________________________________

Printed Name ____________________________________________
Date Signed _____________________
Allergist Direct Phone ________________________



UHS Clinical Leadership Signature__________________________
Date Signed _____________________
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