
Trinity Health Grand Rapids 
Lacks Cancer Center 
250 Cherry Street SE 

 Grand Rapids, MI 49503 
 Fax: 616-685-5522 

Iron Infusion 
With Fax Include: Demographics, Insurance Information, Lab Results, Current Medications, and Recent Visit Notes. 

Trinity Health will obtain any necessary medication authorizations for patients receiving infusion therapies. 

Order Date: ____________________ 
Referral Status: ☐ New Referral ☐ Dose or Frequency Change ☐ Renewal 

Patient Name: __________________________ 
Date of Birth: ___________________________ 
Weight: _______kg Height:______ cm 
Allergies:_______________________________ 

Primary Insurance: _______________________ 
Member ID: _____________________________ 
Secondary Insurance:______________________ 
Member ID: _____________________________ 

Diagnosis 
 �  Iron Deficiency Anemia (D50.9)       
   Is patient on hemodialysis?  �Yes  �No 
Inadequate response to oral iron supplements?�Yes �No 
 �  Other:_________________                

Labs 
Hemoglobin:__________       Date: ____________ 
Ferritin: _____________   Date:____________ 

To Be Collected 
�CBC  
�Iron Studies (Iron, T-sat, TIBC, Ferritin) 
�Phosphorous 
� Other:_____________________________ 

Iron Product Selection 
� Pharmacist to select and dose 

-or- 

Ferumoxytol (Feraheme) – TH Tier 1 Preferred 
� 510 mg IV over 30 min weekly x 2 doses 
� Other:  

 � Pharmacist to Dose

Iron Sucrose (Venofer) – TH Tier 1 
� 100mg IV push every 4 weeks 
� 200mg IV push 3 times weekly x 5 doses (preferred 
regimen) 
� 200mg IV push weekly x 5 doses 

 � 300mg IV infusion every 2 weeks x 2 doses 
-followed by-

400mg IV infusion x 1 dose 
� Pharmacist to Dose 
� Other: 

Dose: � 100mg � 200mg � 300mg � 400mg 
Sig: � 3 times/week � Weekly � Monthly � Other: 

 Total # of Doses:  _____
Iron Dextran (Infed) – TH Tier 1 

� 25mg IV infusion test dose 
-Followed By-
975mg IV infusion once

� 1000 mg IV infusion once (ONLY if tolerated previously) 
� Pharmacist to Dose 
� Other:  

Administration time: � 1-hour infusion � 4-hour infusion

Ferric Carboxymaltose (Injectafer) – 
TH Tier 2 Non-preferred 

� Intolerance to other IV iron product 
� Insurance authorization requires use for treatment 

-AND-
� 750mg IV push weekly x 2 doses (preferred regimen) 
� 15mg/kg IV push weekly x 2 doses (if <50kg) 

 Pharmacist to Dose

Sodium Ferric Gluconate (Ferrlecit) – TH Tier 1 
� 125mg IV infusion 3 times weekly x 8 doses � Other: � Pharmacist to Dose

Provider Name: ____________________________                        Provider Signature:__________________________ 
Office Phone Number:_______________________                        Office Fax Number:__________________________ 
Attending Physician Name:________________________ 
 (If ordering provider is an advanced practice practitioner).  Note: This order is valid for 12 months from date of physician signature. 



 
Trinity Health Grand Rapids 

Lacks Cancer Center 
250 Cherry Street SE 

 Grand Rapids, MI 49503 
 Fax: 616-685-5522    

Infusion Clinic Standard Care Protocols 
IV Access/Line Management 

 

Emergency Medications 
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