ALLERGY & ASTHMA ASSOCIATES P.C.
Sharon Seth, MD Courtney J Blair, MD Bridget Schaefer, PA

REQUEST FOR ADMINISTRATION OF IMMUNOTHERAPY AT AN OUTSIDE MEDICAL FACILITY

1) Is this your first time transferring AAA serum? YES *A nurse visit is required for anyone physically
NO picking up serum for the first time

2) Method of Transfer (Choose one):

[0 pick up my vials at ( [ Sterling office or [] Mclean office) on / /
There is a $15 packaging fee. This cannot be charged to insurance and will be payable when the serum is picked up. A nurse
visit + nurse visit co-pay is required for all patients physically picking up serum for the first time. | understand that vials need
to be refrigerated until | deliver them to the outside facility as freezing or high temperatures will destroy the serum. | will be
responsible for paying for any replacement vials necessitated by breakage, temperature extremes or other damage after |
leave the office.

[0 have my serum mailed on / /
There is a $20 packaging fee PLUS Fedex Overnight charges. This cannot be charged to insurance and will be payable when
the serum is shipped. Serum is only shipped with an ice pack on Mon - Wed for 24-hour delivery. If the destination is closed
any day of the week and cannot accept delivery, please inform the lab. If no one is available to sign for the delivery, and the
serum is delayed over 24 hours, the serum will not be safe to use. The patient will be responsible for any serum replacement
costs and additional shipping charges (if any). Same policies apply when the outside office sends the serum back to AAA.

| understand that | will be responsible for the cost of the transfer of the vials to the designated facility as outlined
above. Financial arrangements for the administration of injections, as well as for the treatment of adverse reactions to the
injections, will be made with the facility where the injections are administered.

| understand that AAA cannot assume responsibility for my medical treatment within the designated facility. The
receiving facility must have a physician supervising the shots and have oxygen and adrenalin available for possible adverse
reactions that may result from immunotherapy. | understand that | may not keep my vials at home. | agree that | will not
attempt to administer my injections to myself nor will | permit anyone who is not a licensed physician, or under the direct
supervision of a licensed physician to administer the injections. | further agree that | will not transfer my vial(s) to any facility
other than the one designated below. | agree to wait in the office 30 minutes after every shot. | understand that children
under the age of 16 must be accompanied by an adult to receive shots.

Printed Name of the Immunotherapy Patient Date of Birth
Patient (or Legal Guardian’s) Signature Date Signed
Transfer Extract To: (to be completed by the patient) **All fields required **
*Physician’s Name: *Phone Number:
*Office Hours: *Fax Number:
*Address:
46400 Benedict Dr. Ste.003 Sterling, VA 20164 Tel (703)430-0833 Fax (703)430-6073

1360 Beverly Rd. Ste.103 McLean, VA 22101 Tel (703)356-8290 Fax (703)356-8031



