
Leuprolide (CAMCEVI) injectable emulsion 

Name: ______________________________________ 
DOB:________________________________________ 
Diagnosis/Code:_____________________/_________    
Cancer Stage:__________________________________ 

Dose calcula�on: 
Flat dose, not a weight based medica�on 
Dosing Guidelines/Parameters: Provider must select hold parameters that will trigger a call from the Infusion Staff 

N/A 

Hydra�on Orders: 
☐ Not required

Premedica�on and An�eme�c Orders: 
☐ Not required

Treatment Orders: 
DRUG DOSE ROUTE DAYS TO BE GIVEN 

☐ Leuprolide (CAMCEVI) injectable
emulsion

42mg 
SQ 

upper- or mid-abdominal Every 6 months 

Date of intended first treatment at Metro Infusion Center:______________________________ 
Subsequent treatment may be given +/- 2 days or as otherwise specified:______________________ 

This order is good for 1 year from the date ordered 
Other: 

Call referring provider for: 
-Worsening pain

Date: 
Referring Provider:________________________ ________________________ Phone# ________________ 

   SIGNATURE REQUIRED        PRINTED NAME REQUIRED    

Office Contact name/number: 

All informa�on in this order is strictly confiden�al and will become part of the pa�ent’s medical record. Contact us with 
ques�ons at (877)448-3627. Send completed form and all documenta�on to confiden�al email: 

MICreferral@metroinfusioncenter.com or fax to (866)507-1164 
Revised 12/7/25 

mailto:MICreferral@metroinfusioncenter.com

	Name: 
	DOB: 
	DiagnosisCode: 
	undefined: 
	Cancer Stage: 
	undefined_2: Off
	Not required: Off
	Leuprolide CAMCEVI injectable: Off
	Leuprolide CAMCEVI injectable emulsionRow1: 
	42mgRow1: 
	SQ upperor midabdominalRow1: 
	Every 6 monthsRow1: 
	Leuprolide CAMCEVI injectable emulsionRow2: 
	42mgRow2: 
	SQ upperor midabdominalRow2: 
	Every 6 monthsRow2: 
	fill_6: 
	fill_7: 
	Other: 
	Date: 
	Referring Provider: 
	PRINTED NAME REQUIRED: 
	Phone: 
	Text1: 


