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Infusion Order Form  

 
October 2025 

 
Patient Information:  
____________________________________          _________________          _________________ 
Patient Name               DOB             Phone Number 
 
Medical Information:  
       Primary Diagnosis:  
 □ Bipolar Disorder     ICD-10 Code: F31.9 
 □ Schizophrenia      ICD-10 Code: F20.9 

□ Other_________________________________________ ICD-10 Code: ________ 
       Allergies: _________________________________________________(or attach list)  
 
Clinical Information – Please include with Completed Order Form:  

 Patient Demographic and Insurance Information 
 Clinical notes supporting primary diagnosis  
 Relevant labs results including a recent CBC result  
 Medication List  

o Has the patient previously tolerated aripiprazole:  □ Yes 

□ NO: Must establish tolerability prior to initiating IV therapy  
o Concurrent Oral Therapy (for new starts):  

Patient to DC oral therapy on _____________ after 14 consecutive days of concurrent therapy following 
the administration of IM Abilify 

 
Abilify Orders:  
□ Administer __________ mg ABILIFY MAINTENA IM monthly for 12 months (13 doses)  
 
□ Administer __________ mg ABILIFY ASIMTUFFI IM every 2 months for 12 months (7 doses)   
 
Lab Orders: □ CBC at baseline and then every 1-2 months thereafter with each injection  

appointment  
         □Other: _____________________________________________________________________ 
 
Prescriber Information:  

By signing this form and requesting these services from Revitalize, I authorize Revitalize and it’s clinical team to serve as my Prior 
Authorization Agent with the Patient’s Insurance Provider(s).  

 

____________________________________________________________          _________________           
Prescriber’s Signature            Date  
 
____________________________________________________________          _________________           
Prescriber’s Printed Name                            Contact Phone #: 

Height: ___________ 

Weight: ___________ 


