
elevate

PATIENT INFORMATION

Patient Name: __________________________________________________ 	 DOB: __________________________________ 	 Gender:  M    F

Address: _________________________________________ 	City:_______________________________	 State: _________ 	 ZIP:___________________

Phone:_________________________________	 Email: _ _________________________________________ 	 Ht:_______________ 	  Wt: ______________

Please Attach:	  Insurance cards	  History & Physical 	  Most recent labs 	  Medication list

 NKDA   Allergies:___________________________________________________________________________________________________________

PRESCRIBER INFORMATION

Ordering Provider Name:_______________________________________________________________________________________________________
Provider NPI:____________________________________________________	 Phone:_____________________________	 Fax:_ ____________________
Practice Address:_______________________________________________	 City:__________________________ 	 State:_______ 	 ZIP:_____________

REQUIRED INFORMATION

 Tried and Failed Medications (please specify)
_________________________________________________

 Testing or labs
_________________________________________________

MEDICATION ORDERS

________________________________________________ 	 _____________________________________________________________________ 	 _________________________________________
Provider Name	 Provider Signature	 Date

 Provide treatment under Sage Infusion's Clinical Guidelines, Medication Safety Protocol, Emergency Guidelines, and
Action Plan for Infusion Reactions.

4728 N. Habana Ave., Suite 101C, Tampa, FL 33614

  Brixadi (Buprenorphine) Orders 
 intake@sage-elevate.com    |    Phone/Fax: (813) 683-5963 

sage-elevate.com 

    F11.29 Opioid dependence, with unspecified opioid-induced disorder
ICD-10 Diagnosis Codes:  F11.20 Opioid dependence, uncomplicated F11.21Opioid dependence, in remission

 Other :    ____________________________________________________________________________________

 New to Therapy  Continuation of Therapy:  Date of last dose (if applicable): ______________________________________ 

DOSING/FREQUENCY:  

 BRIXADI should be injected slowly, into the subcutaneous tissue of the buttock, thigh, abdomen, or upper arm 

 96 mg  128 mg  64 mg

 8 mgWeekly   : 

 Other:  __________________________________   Refills:  ___________________________

Monthly : 

 16 mg   24 mg  32 mg
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