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FAQ REGARDING THE COST OF ALLERGEN IMMUNOTHERAPY 

The decision to begin allergen immunotherapy (or allergy shots) will be based on several factors: 

• Severity of symptoms

• How well medications and avoidance of allergens control allergy symptoms

• Desire to avoid long-term medication use

• Time.  Immunotherapy will require a weekly time commitment during the build-up phase and a less

frequent commitment during the maintenance phase.

• Costs may vary depending on region and insurance coverage.  Yet, allergy shots can be a cost-

effective approach to managing allergy symptoms.

Depending on how many and the types of antigens or allergens (substances to which you are 

allergic), your provider will determine the number of mixes needed.  When we mix your antigen, we 

will make enough for one year.  Depending on your faithfulness to the schedule, we may have to 

make more antigens if you require an extended build-up phase. 

Estimated costs of the antigen mixes: 

• One mix could be up to $1,125.00

• Two mixes could be up to $2,250.00

• Three mixes could be  up to $3,375.00

These numbers vary for each patient and from year to year and reflect the maximum.  The

subsequent years of a typical AIT program may cost less.

The estimated cost of injections: 

• One injection (for one mix) is $20.00 each time you or your child receive an injection.

• Two or more injections (for two or more mixes) are $24.00 each time you or your child receive
injections.

NOTE: Northwest Asthma and Allergy Center reserves the right to alter or change any of the above 
fees/charges at any time. 

You are encouraged to discuss the cost of an AIT program with your insurance plan.  While we 

may charge your plan the above amounts, the price may be less.   Other factors include whether you 

have co-insurance and your plan's deductible (what you have agreed to pay out-of-pocket before 

benefits start).  After we bill your plan, your insurance will send you an Explanation of Benefits to let you 

know your responsibility.  They will also inform us, and we will send you the bill. 

To assist you in speaking with your insurance plan about possible adjustments to our costs above, 

the following are the codes we use when billing your plan: 

95165 – Antigen mix/unit 

95115 – One injection 

95117 – Two or more injections 
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We understand that allergen immunotherapy can be costly.  To help, we do offer payment plans.  

However, the previous year's antigen mix must be paid in full to renew your antigen.  Contact Patient 

Accounts Dept. for additional billing questions at (206) 512-1150. 

 
 
 
 
 

Everett 
 

10333 19th Ave SE 

Suite 105 

Everett, WA 98208 

(425) 385-2802 

Fax (425) 337-7967 

Issaquah 
 

22605 SE 56th St 

Suite 270 

Issaquah, WA 98029 

(425) 395-0175 

Fax (425) 395-0176 

Redmond 
 

8301 161st Ave NE 

Suite 308 

Redmond, WA 98052 

(425) 885-0261 

Fax (425) 883-8474 

Renton 
 

1412 SW 43rd St 

Suite 210 

Renton, WA 98057 

(425) 235-1716 

Fax (425) 277-5479 

 

Richland 
 

108 Columbia Pt Dr 

Richland, WA 99352 

(509) 946-0189 

Fax (509) 946-0264 

Seattle 
 

9725 Third Ave NE 

Suite 500 

Seattle, WA 98115 

(206) 527-1200 

Fax (206) 523-0724 

Yakima 
 

3901 Creekside Loop 

Suite 100 

Yakima, WA 98902 

(509) 966-3259 

Fax (509) 966-019 

 

❖ If you wish to proceed with immunotherapy, please review and complete the gray box 

portions of the consent.   We need the entire consent returned before we can process your 

antigen.  

 

❖ Please return the signed consent using one of the following methods: 
1) drop-off during our office hours 

 

2) mail or fax the clinic location at which you are seen 
 

3) via AthenaHealth Portal if you have established access.  Attach a PDF of your signed consent to 
your message to your provider.   Please select “Medical Question” in the Subject heading.  Please 
type the clinic location where you prefer to receive your allergy shots.  
 

4) Email completed forms to forms@nwasthma.com.  Please be sure to state on the subject line 
the LOCATION you have been or are going to be seen & the legal FIRST & LAST NAME of the 
patient.  Please save the forms as a PDF file & send them as an attachment.  Photos are illegible.  If 
you have received a email confirmation of receipt, please also call us and let us know that you have 
sent the form. 
  
❖ It can take up to four weeks for our lab to complete your custom mixes.  When they are ready 

and in the clinic, we will call, text, and email you with instructions to contact us to make your first 
shot appointment.  Once your mixes have been made, you are responsible for the cost.  

mailto:forms@nwasthma.com
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VENOM IMMUNOTHERAPY (VIT) CONSENT 
 

1. I understand that allergy injections/shots are a treatment to reduce allergies and prevent life-threatening 
reactions to insect stings gradually.  Receiving increasing amounts of venom allergens (from wasps, yellow 
jackets, bees, and hornets) to which I am/my child is allergic helps make my/my child's immune system 
become less sensitive (desensitized) to them and decreases my/my child's allergy symptoms over time. 

2. I understand that allergy injection(s) are given once to twice per week beneath the skin of the upper arm.  
Once the maintenance dose is achieved after several months of injection(s), the frequency of injection(s) 
may be decreased to once a month.  After the first year of treatment, injections may be given every 4-6 
weeks and then every 6-8 weeks.  The total duration of venom immunotherapy depends upon the clinical 
history.  I understand that I/my child will need periodic assessments with the allergist to determine if this 
therapy should be continued or altered. 

3. I understand that venom immunotherapy does not take the place of avoidance of insect stings to which            
I am /my child is known to be sensitized/allergic.  I/my child will still always need to carry an epinephrine 
autoinjector.  I understand that there is no guarantee that this therapy will result in a cure or complete 
resolution of my symptoms.  I recognize that I/my child may still need to take allergy medications. 

4. I understand that this procedure is generally safe but that certain risks accompany any treatment.  Local 
reactions are common.  General (systemic) reactions are less common but can be severe and even fatal.  
Risks associated with allergy injection(s) include but may not be limited to: 

• pain or discomfort from the injection 

• local reaction (swelling, itching, tenderness at injection site) 

• generalized reaction (itchy eyes, nose, or throat, sneezing, runny/stuffy nose, tightness in throat 
or chest, coughing, wheezing, lightheadedness, flushing, difficulty swallowing, sudden nausea, 
vomiting/diarrhea, hives/swelling) 
** Any of the above symptoms may occur after the first or even after a series of injections.  They 
may also appear immediately or be delayed (several hours after receipt of an allergy shot.) 

• failure to obtain the desired effect 

• need for additional therapy 

5. I understand that allergy injection(s) should only be administered in a medical facility where a Physician, 

Physician's Assistant, or Nurse Practitioner is present and immediately available to treat any possible 

adverse reaction.  I understand that I / my child need(s) to remain in a medical setting for thirty (30) 

minutes after the injection(s). 

While treatment for a reaction during the waiting period is administered in the office, a severe reaction may 
require transport to an emergency room for further treatment.  Monitoring prolonged or delayed symptoms 
may also necessitate transfer to an emergency room. 

6. For children younger than 16 years of age, a parent/legal guardian or authorized adult (Consent to Treat a 
Minor form has been signed) must accompany the child.  For minors between 16 and 18 years of age, a 
parent/legal guardian must complete the Consent to Treat a Minor form so that the child may come 
unaccompanied for allergy shots. 

7. I understand that ACE inhibitors may increase the chance of a systemic reaction to venom 
immunotherapy and that beta-blockers and ACE inhibitors may increase the chance that such a 
reaction is more difficult to treat.  However, according to the Practice Parameters on Anaphylaxis (2015), 
written by an expert panel of allergists, the benefits of venom immunotherapy clearly outweigh the potential 
risks associated with beta-blockers or ACE inhibitors in those patients with anaphylaxis to stinging insects. 

 
         
Patient/Guardian initials  _______ 
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Beta-blockers commonly treat high blood pressure, arrhythmias (abnormal heartbeats), glaucoma (elevated 
eye pressure), migraine headaches, tremors, panic attacks, and thyroid disease. 

ACE inhibitors commonly treat high blood pressure and congestive heart failure and provide kidney benefits 
in certain diseases. 

If taking either medication, I have discussed with my prescribing physician the beta-blocker and/or ACE 
inhibitor about alternative medications.  If I am/my child is not currently taking a beta-blocker or ACE 
inhibitor medication, I agree to notify NW Asthma & Allergy Center if such a medication is prescribed 
to me/my child. 

 

EXAMPLES 

Beta-Adrenergic Blockers 

• acebutolol hydrochloride (Sectral) 

• atenolol (Tenormin) 

• betaxolol hydrochloride (Kerlone) 

• bisoprolol fumarate (Zebeta, Ziac) 

• esmolol hydrochloride (Brevibloc) 

• metoprolol (Lopressor, Toprol XL) 

• penbutolol sulfate (Levatol) 

• nadolol (Corgard) 

• nebivolol (Bystolic) 

• propranolol (Inderal, InnoPran) 

• timolol maleate (Biocadren) 

• sotalol hydrochloride (Betapace, Sorine) 
 

Alpha/Beta-Adrenergic Blockers 

• carvedilol (Coreg) 

• labetalol hydrochloride (Trandate, Normodyne) 

 

Combination Products 

• Corzide (nadolol) 

• Dutoprol (metoprolol) 

• Inderide (propranolol) 

• Lopressor (metoprolol) 

• Tenorectic (atenolol) 

• Timolide (timolol) 

• Ziac (bisoprolol) 

 

Eye Drops 

• betaxolol (Betoptic) 

• carteolol (Octupress) 

• levobunolol (Betagan) 

• metipranolol (OptiPranolol) 

• timolol (Betimol, Timoptic) 

EXAMPLES 
 

ACE inhibitors 

• benazepril (Lotensin, Lotensin Hct) 

• captopril (Capoten) 

• enalapril (Vasotec) 

• fosinopril (Monopril) 

• lisinopril (Prinivil, Zestril) 

• moexipril (Univasc) 

• perindopril (Aceon) 

• quinapril (Accupril) 

• ramipril (Altace) 

• trandolapril (Mavik) 

Combination Products 

• Accuretic (quinapril) 

• Amblobenz (benazepril) 

• Capozide (captopril) 

• Lexxel (enalapril) 

• Lotensin (benazepril) 

• Lotrel (benazepril) 

• Monopril (fosinopril) 

• Prestalia (perindopril) 

• Prinzide (lisinopril) 

• Quinaretic (quinapril) 

• Uniretic (moexipril) 

• Tarka (trandolapril) 

• Vaseretic (enalapril) 
• Zestoretic (lisinopril) 

 

Patient/Guardians initals ______  and check off the appropriate box(es).  

I acknowledge that        I am not/my child is not OR        I am/my child is presently taking a beta-
blocker medication (see examples below).  

I acknowledge that        I am not/my child is not OR       I am/my child is presently taking an ACE 
inhibitor medication. 
 

  

https://www.rxlist.com/script/main/art.asp?articlekey=64575
https://www.rxlist.com/script/main/art.asp?articlekey=65501
https://www.rxlist.com/script/main/art.asp?articlekey=65942
https://www.rxlist.com/script/main/art.asp?articlekey=66040
https://www.rxlist.com/script/main/art.asp?articlekey=68630
https://www.rxlist.com/script/main/art.asp?articlekey=71634
https://www.rxlist.com/script/main/art.asp?articlekey=72076
https://www.rxlist.com/script/main/art.asp?articlekey=73900
https://www.rxlist.com/script/main/art.asp?articlekey=66054
https://www.rxlist.com/script/main/art.asp?articlekey=74783
https://www.rxlist.com/script/main/art.asp?articlekey=66467
https://www.rxlist.com/script/main/art.asp?articlekey=70639
https://www.rxlist.com/script/main/art.asp?articlekey=71074
https://www.rxlist.com/script/main/art.asp?articlekey=68434
https://www.rxlist.com/script/main/art.asp?articlekey=70954
https://www.rxlist.com/script/main/art.asp?articlekey=76478


 
 
 

ww.nwasthma.com 
Revised 11.22 

-5- 

 

 
 
 
 

8. Additional risks apply to me/my child in receiving allergy injections because of the presence of the following 
medical condition(s): 

These conditions carry a greater risk of decreased oxygen level and a drop in blood pressure during a 
systemic allergic reaction.  Treatment with epinephrine used for severe allergic reactions may also result in 
irregular heart rhythms and poor outcomes.  I understand that the physicians at Northwest Asthma & Allergy 
Center, in accordance with Practice Parameters outlined by expert allergists, consider these relative 
contraindications for allergen immunotherapy. 

 

9. I understand that yearly refills require my signed consent. 
10. I have had the opportunity to contact my insurance carrier to determine my/my child's coverage for 

allergen immunotherapy.  Billing codes for the insurance company include venom mix: CPT 95145 – 
95149  & injection codes CPT 95115 – 1 injection; CPT 95117 – 2 or more injections 

11. I understand that I/my child may incur a fee for medical provider review if the time since the last 
injection is beyond the protocol.  

Contact Patient Accounts Dept. for additional billing questions at (206) 512-1150.  Signed consent 
forms can be emailed as PDFs to forms@nwasthma.com 

 
 

 
 

I have read and understand the information presented in this consent form, including the purpose of 
venom allergen immunotherapy, its potential risks, and alternatives to this treatment.  I have had the 
opportunity to ask questions, which have been answered to my satisfaction.  I understand there is a 
potential risk in taking beta-blocker and/or ACE inhibitor drugs while on immunotherapy.  

I understand that venom immunotherapy is given at specific intervals over an extended period, and I 
consent to and authorize this course of treatment for me/my child.  I authorize Northwest Asthma & 
Allergy Center to prepare the appropriate venom extracts for my/my child's injection therapy.  In signing 
this consent, I accept full responsibility for the cost of the venom extracts and injection fees for me / my 
child. 

I agree that I/my child will remain in the doctor's office for 30 minutes after each shot is administered.  I 
further consent to the performance of additional procedures as indicated or considered necessary in the 
treating physician's judgment to treat any reactions to the allergy injection(s).  
 
___________________________________________________________ 
Patient's Name 

 
_______________________________ 
Date of Birth 

 
 
___________________________________________________________ 
Patient Signature 

 
 
_______________________________ 
Date  

 
 
___________________________________________________________ 
Responsible Party/Guarantor Printed Name                        same as above 

 
 
_______________________________ 
Relationship to Patient 

 
 
___________________________________________________________ 
Responsible Party/Guarantor Signature                                

 
 
_______________________________ 
Date 

 
 
___________________________________________________________ 
Healthcare Provider's Signature 

 
 
_______________________________ 
Date 

 

Patient/Guardians initals ______  and check off the appropriate box(es).  
 Heart condition: Heart disease, irregular heart rhythms, and other heart conditions 
 Seizure disorder 
 No heart condition or seizure disorder 
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