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Reclast (Zoledronic acid) Order Form  
 

Patient Name: _________________________ DOB: __________ Date: _________  

 Patient demographics, (address, phone)   

 Copy front and back of all insurance cards  

 Diagnosis _________ _____________  ICD-10 Code: ___________________ 

 
Prescription orders:  
  Infuse Reclast (Zoledronic) 5mg/100 ml intravenously ONCE over one hour 
**Order expires one calendar year from signed date at which point new order will be needed.  
 
*REQUIRED* Please check to confirm the following: 
 Creatinine clearance has been checked within appropriate time frame based on patient’s 

clinical scenario and is greater than or equal to 35ml/min 
 Serum calcium has been checked within appropriate time frame based on patient’s clinical 

scenario and is within acceptable range 
 Vitamin D has been checked within appropriate time frame based on patient’s clinical 

scenario and is within acceptable range 
 The referring provider confirms that the patient has had a recent oral or dental evaluation 

and/or has no contraindications to therapy related to dental issues prior to initiating therapy. 
 
Guidelines /acknowledgements 
 All patients should be prescribed daily calcium and Vitamin D supplementation unless 

contraindicated.  
 Hypocalcemia must be corrected before initiation of therapy. The referring provider should 

monitor the patient for hypocalcemia.  
 The referring provider must discuss risk versus benefit regarding osteonecrosis of the jaw and 

atypical  fracture with the patient prior to treatment. 
 

  



Northwest Rheumatology Associates, P.C. 
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*REQUIRED* Please select what best describes your patient.  
Mobility status 
 Independent 
 Walker 
 Wheelchair 
 Fully dependent 
 No 

Bariatric needs 
 Yes, briefly describe 
 No 

Behavioral/ Cognitive or Memory concerns 
 Yes, briefly describe 
 No 

 

Ordering physician signature: ___________________________________________  

Ordering physician printed name: _______________________________________ 

Ordering physician phone number: ______________________________________  

Ordering physician fax number: _________________________________________  

 
Please note all boxes must be checked off for us to schedule your patient for treatment.  
Please fax this information to (503) 297-0863 Attn: Patient Resource Team 
Please call with any questions at (503) 297-3384 
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