
 

  

Provis Patient No. 
           

 

                                                                       

Torisel  MOF and Info for Physicians website                                                                                                      
 

 Revised:                                                                                                                 © 2006 Provis Infusion Clinic Inc. All rights reserved. 

MEDICATION  ORDER  FORM 
 
 
 

Temsirolimus (Torisel) 

Patient’s Surname                           Given Name     &   Initials  
 

 Date of Birth 

_____ / _____ / ________ 
  dd               mm             yyyy 

Referring MD/Oncologist 
 

Please note patient requires CBC before each treatment and INR/PTT as appropriate  if on anticoagulants. 
With each new cycle patient requires in addition to above: electrolytes, Cr, glucose, calcium, phosphorus, LDH, AST,t bilirubin,  
                                                                                               T cholesterol, triglycerides 

                                                         

Cycle:   ………………                                         Dose reduction from previous cycle?      Yes ����    No ����  
 
Please note: each cycle consists of 4 infusions each at 7 day intervals (q28 day cycle) 
Pre-Meds: 

                         Diphenhydramine (Benadry) 25 mg or 50 mg (circle one) IV 20 minutes pre infusion  

 
Mix in 50 ml NS. 

 Medication prescribed: 

Temsirolimus (Torisel) 25 mg or 20 mg or 15 mg (circle one)  IV wkly x 4  
 

Mix in 250 ml of NS (non-PVC bag) and administer over 30 minutes (non-PVC tubing with in-line filter). 
Have hypersensitivity kit available at chairside. 
(For Provis Use Only) 

             
  Tx 1  : ________________________________                          Tx 3:   ________________________________              
                                            Date                                                                                       Date 
                                   
 
  Tx 2  : ________________________________                        Tx 4:   _________________________________ 
                                           Date                                                                                        Date   
                                                                                                                         
 Physician’s Signature (Referring Oncologist) 
 
 

 

               _____ / _____ / ________ 

                       dd               mm             yyyy 

 Signature of Provis Physician 
 

 

               _____ / _____ / ________ 

                       dd               mm             yyyy 

 Repeat Order:  
                          

Provis requires a new medication order for each cycle of treatment  (q28 day cycle) 
 

 

Fax completed form to:   416-532-3635 

                
  

 



 
 
 

 
 
 

Information for Physicians 
regarding 

Torisel Infusion at Provis Infusion Clinic 
 

Thank you for allowing Provis to assist in your patient’s care. 
 
We would like to make the coordination of systemic therapy at the Provis Clinic and your facility as 
easy and seamless as possible for both you and your patient. 
 
You have referred ………………………… for Torisel infusions. 
 
The tentative start of this therapy is ……………..  
 

1. At present, infusions at Provis are given on Wednesday evening only. 
 
2. Please download and complete the Medication Order Form for Torisel available from our 

website www.provisgroup.com - Oncology and fax to 416-532-3635. 
 

3. It is important that the required laboratory tests are done within 1 day before treatment. For 
Torisel the following tests are needed: 
Prior to each 4 week cycle: CBC, lytes, Cr, Ca, PO4 , glucose, LDH, t bili, AST, t 
cholesterol, and triglycerides. 

 Prior to each treatment (weeks 2, 3, and 4): CBC only. 
If patients are on anticoagulants they will require INR and PTT (as appropriate) prior to 
each treatment. 

 

      4.   We request that all test results are reviewed and approved (by signature) by the  
referring physician or designate. This is then FAXed to our confidential server at 416-
532-3635 by 4 pm on the Wednesday of treatment (in many cases patients are seen 
one day before and the results with approval are sent in). 

  

 

If there are any questions or concerns, please do not hesitate to contact our office at 
Tel. 416-595-0500.  
 
 

Peter Anglin, MD 
Medical Director 
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