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Intravenous (IV) iron is indicated for the treatment of iron deficiency anemia in the setting of demonstrated 
intolerance to oral iron preparations, malabsorption due to gastric bypass or active inflammatory bowel 
disease. 

Venofer® (iron sucrose) is a brown, sterile, aqueous, complex of polynuclear iron (III)-hydroxide in sucrose 
for intravenous use. Venofer® is supplied in 5 mL and 10 mL single dose vials. Each 5 mL vial contains 100 
mg elemental iron (20 mg/mL) and each 10 mL vial contains 200 mg elemental iron (20 mg/mL). Contains 
no preservatives. It has been shown to be well tolerated by most people, and effective at raising 
hemoglobin levels by 1.5g/dL per week, provided there is no active excessive bleeding.   

ABOUT IV IRON REPLACEMENT

The most common reactions include metallic taste in the mouth, low blood pressure, fever, and shivering. 
Less common reactions included nausea, vomiting, headache, diarrhea, dizziness, itching, pain in 
extremity, joint pain, back pain, muscle cramp, pain or redness at the injection site, sore throat, chest pain 
and swelling of extremities. Many reactions are often alleviated by slowing the rate of infusion. Serious 
life-threatening reactions such as anaphylaxis, are very rare but possible. 

ADVERSE REACTIONS

Anyone with moderate to severe asthma, eczema, previous serious hypersensitivity reaction requiring the 
use of Benadryl or epinephrine, anemia not attributable to iron deficiency, advanced liver disease, acute or 
chronic infection, acute kidney failure, first trimester of pregnancy. Pregnant women in 2nd or 3rd trimester 
may receive IV iron with written consent from their OBGYN, indicated with a co-signature on this form. 

WHO MAY NOT RECEIVE IV IRON THERAPY?

The number of treatments is calculated based on patient weight and desired increase in hemoglobin. 
Treatments may be given every other day up to 3x per week, at a max dose of 200mg of iron sucrose per 
treatment. Treatments will take approximately 30 minutes. 

TREATMENT

I have provided full medical history and not withheld any health information that might compromise my 
treatment and care under Liquivida Lounge. I hereby attest that I have attempted iron replacement with 
oral iron preparations including with added vitamin C to aid absorption, but cannot take them due to 
intolerance or other gastrointestinal issue such as gastric bypass surgery or inflammatory bowel disease. I 
understand the risks and benefits of IV iron therapy and authorize Liquivida Lounge and its medical 
professionals to exercise judgement in initiating emergency measures in the event of a serious or life 
threatening reaction including the administration of medications such as Benedryl and epinephrine 
(EpiPen®), CPR, and 911 emergency response with ambulance transport to the emergency room. 

CONSENT FOR TREATMENT

Recent bloodwork within 30 days showing complete blood count, reticulocyte count, iron studies, CRP
Demonstrated intolerance to oral iron therapy
Consultation with a Liquivida Lounge licensed practitioner
MUST discontinue any oral iron preparations or supplements 5 days before and 5  
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The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your 
privacy. Implementation of HIPAA requirements officially began on April 14, 2003. Many of the policies 
have been our practice for years. This form is a “friendly” version. 

What this is all about: Specifically, there are rules and restrictions on who may see or be notified of your 
Protected Health Information (PHI). These restrictions do not include the normal interchange of 
information necessary to provide you with office services. HIPAA provides certain rights and protections to 
you as the patient. We balance these needs with our goal of providing you with quality professional service 
and care. Additional information is available from the U.S. Department of Health and Human Services. 
www.hhs.gov 

HIPAA INFORMATION AND CONSENT FORM 

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that 
all administrative matters related to your care are handled appropriately. This specifically includes the 
sharing of information with other healthcare providers, laboratories, health insurance payers as is 
necessary and appropriate for your care. Patient files may be stored in open file racks and will not contain 
any coding which identifies a patient’s condition or information which is not already a matter of public 
record. The normal course of providing care means that such records may be left, at least temporarily, in 
administrative areas such as the front office, examination room, etc. Those records will not be available to 
persons other than office staff. You agree to the normal procedures utilized within the office for the 
handling of charts, patient records, PHI and other documents or information. 
2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, 
e-mail, U.S mail, or by any means convenient for the practice and/or as requested by you. We may send 
you other communications informing you of changes to office policy and new technology that you might 
find valuable or informative. 
3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to 
PHI but must agree to abide by the confidentiality rules of HIPAA. 
4. You understand and agree to inspections of the office and review of documents which may include PHI 
by government agencies or insurance payers in normal performance of their duties. 
5. You agree to bring any concerns or complaints regarding privacy to the attention of the office manager 
or the doctor. 
6. Your confidential information will not be used for the purposes of marketing or advertising of products, 
goods or services. 
7. We agree to provide patients with access to their records in accordance with state and federal laws. 
8. We may change, add, delete or modify any of these provisions to better serve the needs of the both the 
practice and the patient. 
9. You have the right to request restrictions in the use of your protected health information and to request 
change in certain policies used within the office concerning your PHI. However, we are not obligated to 
alter internal policies to conform to your request. 

I consent and acknowledge my agreement to the terms set forth in the HIPAA INFORMATION FORM 
and any subsequent changes in office policy. I understand that this consent shall remain in force from 
this time forward. 

OUR POLICIES
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