
Bamlanivimab/Etesevimab Infusion Order Form 
Rx: Bamlanivimab 700 mg/Etesevimab 1400 mg IV X 1 dose over 45 minutes

Date: _____________________________________________________________________________________________________________________________ 

Patient: __________________________________________________________________________________________________________________________ 

Date of birth: __________________________________________________________________________________________________________________ 

Patient contact phone: ____________________________________________________________________________________________________ 

Date of resulted COVID-19 test (PCR or Antigen): ________________________________________________________________ 

Date of onset of symptoms: _____________________________________________________________________________________________ 

Is the patient pregnant?  YES/NO/UNKNOWN

ADULT INCLUSION CRITERIA 

Adult patient weighing at least > 40 kg with 
confirmed COVID-19 PLUS one of the following 
high risk factors (must select at least one): 

q  Body Mass Index (BMI) > 35 

q  Chronic kidney disease 

q  Diabetes 

q  Immunosuppressive disease OR receiving 
immunosuppressive treatment 

q  65 years of age or older 

q  55 years of age or older PLUS cardiovascular 
disease OR hypertension OR COPD OR other 
chronic respiratory disease 

PEDIATRIC INCLUSION CRITERIA 

Patient age 12-17 years and weight > 40 kg with 
confirmed COVID-19 PLUS one of the following 
high risk factors (must select at least one): 

q  Body Mass Index (BMI) > 85th percentile  
for their age and gender based on CDC 
growth charts 

q  Sickle cell disease 

q  Congenital or acquired heart disease 

q  Neurodevelopmental disorders  
(e.g., cerebral palsy) 

q  Medically-related technological dependence 
(e.g., tracheostomy)

q  Asthma, reactive airway or other chronic   
respiratory disease

ADULT EXCLUSION CRITERIA 

Must select at least one: 

q  Body weight < 40 kg 

q  Hospitalized patient due to COVID-19 

q  Patients requiring oxygen therapy  
due to COVID-19 

q  Patients requiring an increase in  
baseline oxygen flow rate due to  
COVID-19 in those on chronic  
oxygen therapy due to underlying  
non-COVID-19 related comorbidity 

q  None of the above 

PEDIATRIC EXCLUSION CRITERIA

Must select at least one: 

q  Patient age < 12 years 

q  Body weight < 40 kg 

q  Hospitalized patient due to COVID-19 

q  Patients requiring oxygen therapy  
due to COVID-19 

q  Patients requiring an increase in baseline 
oxygen flow rate due to COVID-19 in 
those on chronic oxygen therapy due 
to underlying non-COVID-19 related 
comorbidity 

q  None of the above

I attest that I reviewed the Bamlanivimab and Etesevimab EUA Fact Sheet with my patient and 

provided a copy.     Physician/APRN name: __________________________________________________________________________ 

          Physician/APRN signature: _____________________________________________________________________

            Fax this order form and prescription to 954.759.7427  
   Call Nurse Connect at 954.320.5730 to speak with a registered nurse.


