
Hand-off of Care 
Dear Provider, 
 
 Your patient, _______________________, will be a student at the University of Virginia 
for the upcoming academic year. The staff at Elson Student Health is happy to continue to 
provide their prescribed immunotherapy during their absence from your office. 
 
 In an attempt to provide a seamless transition, we ask that you provide us with the 
following information: 
 
Therapeutic goals include the following:   

A. Decreased sensitivity to the following allergens _________________________________ 
B. Decreased associated symptoms_____________________________________________ 

List of Current Medications:  ______________________________________________________ 
______________________________________________________________________________ 
 
Past Medical History: (please describe) 
  Hx of poorly controlled symptoms 

 
  Hx of asthma 

 
 Hx of large localized reactions 

 
 Hx of systemic reactions to IT 

 
 Anaphylaxis for any reason 

 
 Difficulty progressing through IT series 

 
 Other: 

 
 

Premedication:  (if required)___________________________________ 

Date of first injection:  _______________________________________ 

Date of most recent injection:  _________________________________ 

Physician Signature:  ____________________________  Date:  _____________________ 



Guidelines for Documentation 

 The following guidelines for accepting documentation are designed with your patient’s 
safety in mind.   

• We ask that all vials have the patients name, date of birth, contents, dilution, and 
expiration date clearly stated on the label.   

• Each vial should be labeled with either a number or letter, which clearly corresponds to 
the appropriate columns on the schedule. 

• Delivery instructions which include:  the schedule, a unit of measure for each dose, 
directions for adjusting a dose if off-schedule, and directions for adjusting a dose in the 
event of a localized or systemic reaction. 

• Your definition of a localized or systemic reaction with instructions for responding to 
either if they should occur. 

• When to call, or under what circumstances you would want to reevaluate your patient 
prior to proceeding with the prescribed course. 

• The diagnostic codes corresponding to your reasons for prescribing IT, and/or any 
associated symptoms. 

• Contact information, including phone, fax number and shipping address. 

• Your signature and the date on which you reviewed the documents. 
 

 We look forward to working with you!  Please feel free to contact me with any 
questions. 

 
 
Melissa Surguine-Smith RN, MSN 
Nursing Supervisor 
Department of General Medicine 
434-924-8323 
ms3fp@eservices.virginia.edu 
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