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Date: ___________ 

Dear Doctor: 
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injections to be administered here, the following information must be submitted with the vials so that 
we may give care to your patient: 

_____ 1. �W���š�]���v�š�[�•���(�]�Œ�•�š�����v�����o���•�š��given name. 
_____ 2. Date, content and dose of the last injections(s) given by your office. 
_____ 3. Your printed name, address, phone and fax numbers. 
_____ 4. Contents of antigen vials with corresponding vial identification. 
_____ 5. Administration intervals. 
_____ 6. Dosage and increments as applicable. 
_____ 7. Late instructions if interval not adhered to by patient. 
_____ 8. Treatment of reactions and dosage adjustment post-reaction. 
_____ 9. Any special instructions. 
_____10. Your required interval after administration if it is longer than the 20 minutes, which we 

require of all patients receiving antigen therapy


