
SSN Phone 

Address 

US Resident: □Yes D No ICD-10 Diagnosis Code 

Allergies (Please note reaction) 

Current Medications 

Comorbidities 

Patient/ Authorized Representative's Signature 

Description of Authorized Representative's Authority: 

State Zip Code 

Diagnosis 

D Latex 

Date 

(Optional) I consent to have my prescription shipped to : D Care Partner D L TC D HCP Office D Group Home 

Member ID# Group# Insurance Phone # 

Secondary Rx Carrier Rx Group# 

Policy Holder DOB Phone 

Medication Directions 

lnvega Sustenna D Loading Dose (Day 7): Administer 234mg IM (deltoid) on treatment day 7 

(paliperidone) D Follow Up Dose (Day 8): Administer 156mg IM (deltoid) on treatment day 8 

Maintenance Dose (Day 8): 

lnvega Trinza 
(paliperidone) 

lnvega Hafyera 
(paliperidone) 

D Administer 39mg/0.25ml IM (deltoid/VG) every 4 weeks 

D Administer 78mg/0.5ml IM (deltoid/VG) every 4weeks 

D Administer 117mg/0.75ml IM (deltoid/VG) every 4 weeks 

D Administer 156mg/1ml IM (deltoid/VG) every 4 weeks 

D Administer 234mg/1.5ml IM (deltoid/VG) every 4weeks 

D Administer273mg/0.875mL IM every3 months 

D Administer 410mg/1.315ml IM every 3 months 

D Administer 546mg/1.75ml IM every 3 months 

D Administer 819mg/2.625ml IM every 3 months 

D Administer 1092mg/3.5ml IM every 6 months 

D Administer 1560mg/5ml IM every 6 months 

Quantity Refills 

01 Kit 

01 Syringe 

D 1 Syringe 

www del,veritpharmacy com I Phone 832 939 8737 I Fax 832 939 8128 «; 2024 DELIVERIT PHARMACY ALL RIGHTS RESERVED 
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