. / VIRGINIA
VDH Pharmacy Services VD H DEPARTMENT
OF HEALTH

Monroe Building, Room S-45
101 N 14% Street, Richmond VA 23219 Phone: (804)
786 4326 Fax: (804) 371-0236

VA MAP Injectable Order Form

Note: Please allow 3 business days to receive the medication once DPS receives the order. Refrigerated
medications are not shipped on Thursday or Friday. Contact DPS for urgent requests.

ARVs: Cabenuva STI: Gentamicin OlIs: Amikacin
Trogarzo Ceftriaxone
Bicillin
Adjuvant: Epoetin VA MAP Formulary
Date:
Client Last Name: First Name:

1. Date of Birth:

2. Delivery Site
Site Name:

Street Address:

City: State: Zip:

3. Agent Submitting Order Form
Name:

Phone: Fax:

4. Date of next scheduled injection

Cabenuva
Treatment Regimens
Standard Regimen 1 Initiation, Month 1: Continuation, Months 2+:
(Injections every 1 month) Cabenuva 600mg/900mg Cabenuva 400mg/600mg
Standard Regimen 2 Initiation, Months, 1 & 2: Continuation, Months 4, 6+:
(injections every 2 months after Cabenuva 600mg/900mg Cabenuva 600mg/900mg
initiation)

Last updated: August 29, 2024


https://www.vdh.virginia.gov/content/uploads/sites/10/2023/11/VA-MAP-Formulary-2023-NVM-1-Update-11092023-1.pdf
https://www.vdh.virginia.gov/content/uploads/sites/10/2023/11/VA-MAP-Formulary-2023-NVM-1-Update-11092023-1.pdf

Trogarzo
Loading dose: 2000mg (10 vials | 5 cartons)
Maintenance dose: 800mg (4 vials | 2 cartons) every 2 weeks

NOTE: 250ml bag 0.9% NaCl needed for each dose Not provided by DPS

30ml 0.9% NaCl flush needed after infusion Not provided by DPS
Epoetin

2,000 units/ml 4,000 units/ml
3,000 units/ml 0,000 units/ml
Gentamicin 40mg/ml — 2ml vial
Yes No
Ceftriaxone
Strength Lidocaine 1%
500mg 1GM Yes No

Bicillin L-A

Strength Number of Doses Needed

1.2MMU 2.4MMU 1 2 3

Amikacin 250mg/ml — 2ml vial

Yes No

Other

Name and strength of injectable medication:

Notes:
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