
 
 

 
 
 

Monoferric Infusion Request 
(ferric derisomaltose) 

 
Medicare Clinic 
101-1912 Enterprise Way, Kelowna. BC V1Y 9S9 
Phone: 250-872-2345 
Fax: 833-999-1951 

 

 

Patient Name  

Address:    

DOB (dd / mmm / yyyy)    

PHN:___________________ Phone:__________________ 

 Referring GP: _____________________________________ 
   Or Attach Patient Label 

 

Fax completed form to the clinic. This is a non-MSP service 

1. Indication: Iron deficiency +/- anemia AND oral iron replacement therapy ineffective or poorly tolerated. 

2. Simplified Dosing Table 

Hb (g/dL) Patient with Body weight <50kg Patient with Body weight 50kg to 
<70kg 

Patient with Body weight >70kg 

≥10 500mg 1000mg 1500mg 

<10 500mg 1500mg 2000mg 
 

3. Usual Prescription FOR IV Monoferric: If No Contraindications, see below **THEN PRESCRIBE** 
☐ Monoferric 1000mg in Normal saline x 1dose 
☐ Monoferric 500mg in Normal saline x 1dose 

 
4. Potential Side effects: hypotension, headache, muscle pain or cramps, flushing, hives, nausea / vomiting. 

 
5. Contraindication for IV Monoferric: Monoferric is contraindicated in patients who have the following: 

• Hypersensitivity to this drug or to any ingredient in the formulation. 
• Known serious hypersensitivity to other parenteral iron products. 
• Non-iron deficiency anemia (e.g., hemolytic anemia). 
• Iron overload or disturbances in utilization of iron (e.g., hemochromatosis, hemosiderosis). 
• Decompensated liver cirrhosis or active hepatitis 
 

6. PRN MEDICATIONS 
☐ diphenhydrAMINE 50 mg PO / IV / IM PRN infusion reaction × 1 dose 
☐ acetaminophen 650 mg PO PRN pain × 1 dose 
☐ dimenhyDRINATE 50 mg PO or 25 mg IV PRN nausea × 1 dose 

 
7. Allergies: _________________________________________________ 

 
8. PATIENT LABORATORY FINDINGS 

• HgB: ___________________________  Date: __________________________ 
• Ferritin: _________________________  Date: __________________________ 
• Transferrin Saturation: ____________________ Date: __________________________ 

 
Date (dd / mm / yyyy) 

/ / 
Time Prescriber’s Signature Printed Name or College ID# 

Weight (kg) 


