
 

REVISED October 2013     Denosumab (Xgeva®) - Monthly x 6  

Date written _______________________ To begin ______________________   

 

Patient’s:  Height______cm           Weight______kg            BSA________m
2
 

Allergies:    No  Yes:  ___________     Diagnosis ____________________Metastatic Site __________________

   

 

 

 

1. Laboratory Studies: None needed prior to administration of dose. 

 

2. Is the patient taking Calcium and Vitamin D supplements?  Yes   No 

 

 

3. Chemotherapy:  

Denosumab (Xgeva®) 120 mg Subcutaneous monthly for 6 doses. (Doses must be at least 4 weeks 

apart)  

 

4. Post-infusion monitoring: consider monitoring BMP, Phos 7-14 days after first dose, providing calcium 

w/vitamin D supplementation (calcium ≥ 500 mg and vitamin D ≥ 400 I.U.) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Preparer’s Signature ___________________________ Date________________  

 

________________________________________________________________________________________________ 

Attending’s Signature   Printed name  Pager number  Date  Time  AM/PM  
 

      
  

Day 1 2 3 4 5 6 

Date       

RN Signature 

 

      



SUBSTITUTION PREMISSIBLE 

IN ORDER FOR A BRAND NAME PRODUCT TO 

BE DISPENED, THE PRESCRIBER MUST 

HANDWRITE “BRAND NECESSARY OR “BRAND 

MEDICALLY NECESSARY” IN THE SPACE 

BELOW. 

        
 

              Penn State Milton S. Hershey Medical Center 

                             500 University Drive, P.O. Box 850 

                                             Hershey, PA 17033-0850 

                     (717) 531-8521  

 

 
NAME ___________________________________ DOB___________________ HT___________ WT __________ 

 
ADDRESS ____________________________________________________________________ DATE __________ 

 

PATIENT NO _______________________ ALLERGIES _________________ INDICATION _________________ 

 
                  Label All Prescriptions 

        Refill       5        Times  

                                               Vitamin D 400 IU daily 

    Calcium 500mg Daily 

             #90 each  

                                                   SIG one Tab PO of each Daily 

 
  ________________________       _____________________________ 
  Name (Please Print)              M.D./D.O.                                                                                           M.D./D.O. 
 

   ____________________   ___________________ 

   License Number        National Provider # 
 

   _________________________________________ 

   D.E.A. Reg. No.  

 


