Elite Wellness Medical Centre Patient Information (may affix label here):
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0 Sudbury, ON P3B 3B5 Name: D.O.B.:
. P) 705-885-6680 HCN: Gender:
Elite Wellness () 7oe e rocs
. Phone:
Medical Centre

Address:

Elite Wellness Medical Centre - Referral Form - IV Treatment

Please complete referral form in its entirety and fax to Elite Wellness at 705-566-7969. For
consultation, please indicate which service the consult is requested for.

Referring Physician

Name: Phone:
Address: Fax:
Date:

Service Requested:

IV Iron IV Multivitamin IV Hydration Therapeutic
Phlebotomy

*We will only infuse IV Iron if Hemoglobin is =120g/L and Ferritin <100ug/L

*|V Ferric Derisomaltose (Monofer) 1000mg is administered in 500ml NaCl 0.9% over 90 minutes

*The cost of all infusion is $125. The Iron prescription cost at pharmacy $600 ($300 w/ insurance). Lower
dosing is available if costis a concern

Clinical Information: Allergies:

Medications:

Lab work/Prescriptions Provided to Patient
We can provide all necessary tests and prescriptions to patients receiving treatment. These will be completed at a consult appointment
prior to treatment if no test results or prescriptions included with referral. (see below for required testing)

Bloodwork (please attach CBC and Ferritin within the last 2 weeks)

Prescription:

No attachments

**|V Iron and Therapeutic Phlebotomy**

Bloodwork MUST be completed within one (1) week of treatment for therapeutic phlebotomy and within two
(2) weeks of treatment for IV iron therapy.

Bloodwork for both services must include CBC, ferritin, and transferrin saturation. We recommend full iron
studies for IV iron therapy.

If bloodwork has been completed, please include with the referral form. If no bloodwork is received, we will
complete bloodwork at the clinic and call patient back later for the treatment.
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