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MONOCLONAL ANTIBODY PROVIDER REFERRAL FORM 

 
(Please note: This order is not a guarantee of treatment. Supply is limited and on allocation from the government. To provide a higher level of equity in distribution 

process, patients will be selected for treatment by random lottery) 
 

Name:       DOB:     Allergies:    
Start Date:     Phone:     
Weight:    kg    Height:         cm 
 
 
Eligibility for Infusion of Monoclonal Antibody (must meet all 5 criteria OR meet criteria for post exposure prophylaxis):  
□ Positive SARS-CoV-2 viral test                                              Date of positive test:     
□ Within 10 days of symptom onset                                    Date of symptom onset:     
□ Not requiring supplemental oxygen due to COVID-19 (if on oxygen at baseline, no increase in oxygen flow rate)  
□ Weight at least 40 kg  
□ Over age 12 
□ Post exposure prophylaxis (high risk for disease progression without vaccination or expected to have adequate 
response with significant exposure to COVID + person (>12 years, >40 kg) 
 
IF CRITERIA ABOVE IS MET, CONTINUE 
Does the patient meet the High Risk criteria (mark all that apply below): 
□ BMI ≥ 25 
□ Pregnancy 
□ Chronic kidney disease 
□ Obesity or being overweight (ex. BMI >25kg/m2 or if age 12-17, have BMU > or equal to 85th percentile  
□ Diabetes mellitus  
□ Immunosuppressive disease or immunosuppressive treatment 
□ Age ≥ 65 years OR  
□ Cardiovascular disease (including congenital heart disease) or hypertension 
□ COPD/other chronic respiratory disease to include moderate to severe asthma, pulmonary hypertension, cystic 
fibrosis 
□ Neurodevelopmental disorders or other conditions that confer medical complexity 
□ Having medical-related technological dependence (tracheostomy, gastrostomy, or positive pressure ventilation 
(not related to COVID) 
□ Age 12-17 years WITH BMI ≥ 85% OR 

□ Sickle cell disease, Congenital OR Acquired heart disease, Neurodevelopmental disorders, Medical-
related technological dependence (ex. tracheostomy) 

By signing below, I affirm the following:  
  I have read the EUA Monoclonal AB therapy FDA fact sheet for healthcare providers 
 I, Dr. ___________________ have informed the patient of the risks/benefits of EUA Monoclonal AB 
therapy and have provided the patient with written information regarding this therapy. The patient has 
verbally consented to proceeding with the treatment, which will be managed by the EUA infusion clinic. 
 The patient has/will be provided a copy of the FDA patient and family member fact sheet.  

 
Provider Signature:       Date/Time:      
 
Provider Name (Print)     Phone:     Fax:     
 


