
‭Name: _____________________________________________       DOB: ______________________________________________‬

‭Phone number:  ____________________________________‬ ‭Male‬ ‭Female‬

‭DIAGNOSIS Please provide ICD-10 code‬

‭______________________ Age-related osteoporosis‬‭without‬‭current pathological feature‬

‭______________________ Age-related osteoporosis‬‭with‬‭current pathological feature‬

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

‭______________________  __________________________________________________________________________________‬
‭(‬‭other‬‭)‬

‭REQUIRED TESTING/LABS:‬

‭☑ Clinical/Progress Notes supporting primary Diagnosis (please attach)‬

‭☑ DEXA scan results and date (please attach): ____________________________________________________________________‬

‭☑ Calcium level and date (please attach most recent CMP): __________________________________________________‬

‭PROLIA ORDERS‬

‭DOSAGE‬ ‭PATIENT WEIGHT‬

‭60mg SQ, every 6 months‬ ‭lbs. _______________________________‬
‭____________________ Last PROLIA injection date (‬‭if applicable‬‭)‬ ‭kgs. _______________________________‬

‭NOTES‬

‭PRESCRIBER INFORMATION‬

‭Signature: ______________________________________________ Date:  _____________________________________________‬

‭Provider’s name: _______________________________________  Fax:  ______________________________________________‬

‭Physician NPI: ________________________________________    Physician’s DEA:  __________________________________‬


