
 
 

4362 Auburn Blvd., Sacramento, CA 95841 
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              Simponi Aria Order Form 
 

Pa$ent Name: ______________________________________________ DOB: __________________ 

Allergies: __________________________________________________ Weight: ________________ 

Diagnosis and Clinical Informa1on (provide complete ICD 10 Code):  

__ M05. ____ Rheumatoid Arthri$s with Rheumatoid Factor 

__ M06. ____ Rheumatoid Arthri$s without Rheumatoid Factor 

__ L40.5____ Psoria$c Arthropathy  

__ M45. ____ Ankylosing Spondyli$s  

REQUIRED: Demographics and most recent H & P, clinical notes, and medica1on list. Suppor1ng clinical 
notes to include any past tried and/or failed therapies, intolerances, outcomes, or contraindica1ons to 
conven1onal therapy. LAB RESULTS: Include Nega1ve Hepa11s B within 3 years and Nega1ve TB 
within 12 months. If the pa1ent is unable to take methotrexate, then provider to include suppor1ng 
documenta1on as to reason/ra1onal.  

Pre-Medica1on Order:  

                           __ acetaminophen 650 mg po                     __ famotidine 20 mg po                
                           __ loratadine 10 mg po                                __ methylprednisolone 125 mg IVP 
                           __ diphenhydramine 25 mg po                   __ other ______________________ 
Simponi Aria Order:  

     ___ Loading dose: Infuse 2mg/kg in 100 ml of 0.9% normal saline over at least 30 minutes via pump 
             using 0.2-micron filter at weeks 0 and 4.  
 
     ___ Maintenance dose: Infuse 2mg/kg in 100 ml 0.9% normal saline over at least 30 minutes via 
             pump using 0.2 micron filter every 8 weeks for one year.  
Infusion reac1on or hypersensi1vity:  

• Stop Simponi Aria and start 0.9% normal saline at 250ml/hr.  
• Give Benadryl 50 mg IVP. 
• Give methylprednisolone 125 mg IVP.  
• Call the physician before restar$ng Simponi Aria. 

 

Physician Signature: _________________________________________________ Date: _____________ 

Physician Name: ____________________________________________Phone Number: ____________ 


