Oregon Specialty Rebyota Order Form Fax To: 503-540-3105
Infusion (fecal microbiota, live-jsim)

A Practice of Oregon Specialty Group

PATIENT INFORMATION

Patient Name: DOB: Phone: Sex: UIMF Ht:___ Wt (lbs [ kg

Primary Language: Allergies:

<ICD 10 CODE REQUIRED> DIAGNOSIS & CLINICAL INFORMATION

ICD 10 Code (PROVIDE COMPLETE CODE)
[1 A04.71 Enterocolitis due to Clostridium difficile, recurrent
[1A04.72 Enterocolitis due to Clostridium difficile, not specified as recurrent (accepted by most payers)

REQUIRED: Demographics & Most Recent: H&P, clinical notes, labs, & medication list. Supporting clinical notes to
include any past tried and/or failed therapies, intolerance, outcomes, or contraindications to conventional therapy

LAB RESULTS: positive C Diff tests indicating recurrence

PRESCRIPTION

Pre-Medications

[1 Acetaminophen: 650 mg PO [] Acetaminophen: __ mgPO Lab Orders

[] Cetirizine 10 mg PO [J Famotidine: __ mgIV [1CBCw/diff:every 1 weeks [I month
[| Dexamethasone: mg IV [J Loratadine 10 mg PO [1 CMP: every 1 weeks [ 1 month

[ Diphenhydramine: 25 mg PO [] Methylprednisolone: ____mg IV [] Other:

1 Diphenhydramine: 25 mg IV [1Ondansetron 4 mg IV

[] Other:

** Rebyota is indicated for the prevention of recurrence of Clostridium difficile infection (CDI) in individuals 18 years of age or older following antibiotic
treatment for recurrent CDI. **

Rebyota (SELECT ONE)

Adverse Events: In the event of an adverse
Administer single dose of 150 mL rectally

reaction occurring at Oregon Specialty
Infusion clinic, OSI will utilize their adverse

Is the patient on antibiotic therapy? [I Yes [l No reactions protocol
If yes, please note therapy and last dose:

** Patient must be on antibiotic therapy with no loose stools to receive treatment. The patient will be contacted once prior auth is approved by OSlI clinical
staff to inform the patient when to stop antibiotic therapy prior to scheduled treatment to receive Rebyota. **

PRESCRIBING INFORMATION

Prescriber Name: Signature:
Date: NP # Specialty:
Office phone #: Office Fax #:

Prescription Valid for One Year T503.540.9999 | F 503.540.3105 oregoninfusion.com



