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E78.01Familial Hypercholesterolemia 

M F

 ORDERS

PATIENT WEIGHT

NOTES

EVKEEZA INFUSION order
Patient Name

DIAGNOSIS Please provide ICD-10 code

DateX

(other)

lbs. 

kg

Phone

DOSAGE

Please return by fax to: (806) 503-2200 or email to: referrals@icareama.com

3501 S. Soncy Suite 124 Amarillo, Texas 79119 
Phone: (806) 358-8625 www.icareama.com 

M - Thurs 8am - 5pm, Fri 8am - 12pm

DOB

15mg/kg IV every 4 weeks
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Line
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