Phone: 845-789-5648

’p P[]iority Health Fax: 845-789-4104
Pharmac NCDPD: 5851476
o V. NCDPD: ses14re ANEMIA REFERRAL FORM

Updated July 2019

Patient Name Today’s Date LI NEW Patient [0 CURRENT Patient
DOB Height Weight LI Male O Female Preferred Language
Best Phone Email
Street Address Apt# City State Zip
Ship to Patient at: [ Home [ Physician Office [ Work Address
Allergies
Current Medications including OTC's (please fax a complete list)
Please Fax Insurance Card(s) both sides Ordering Prescriber
Insured’s Name Office Contact
Relation to Patient Street Address Suite #
Primary | City State Zip
y Insurance Tel Fax
ID# Group # Email
Secondary Insurance License#
ID# Group # NPI#
ICD-10 Code [ Secondary ICD-10 Code [] Diagnosis

Date of diagnosis
[JYes [ No Is Patient new to therapy?e

[ Yes [ No Is Anemia due to chemotherapy?

[JYes [ No Previously treated for this condition2 Medications Failed

All lab reports must be from within the last 30 days

PRESCRIPTION

[INEUPOGEN [J300mcgsSQ [1480mcgsQ [ Other
SIG: [ Daily x days [ Everyweek [OlBwW OTw
QTY: Refill:

LI PROCRIT [ 10,000 units SQ [ 20,000 units SQ [ 40,000 units SQ [ Other
SIG: I Every week

L] Other
QTY: Refill:

] NEULASTA 6 mg/0.6 mL solution in a single-dose prefilled syringe [ Other
SIG: [ 6 mg administered subcutaneously

L] Other
QTY: Refill:

[J NEULASTA 6 mg/0.6 mLONPRO Kit [] Other
SIG: [ 6 mg administered subcutaneously

L] Other
QTY: Refill:

[1 OTHER SIG: QTY: Refill:

LIST ANCILLARY SUPPLIES IF NEEDED

| (] ENROLL IN NURSE TRAINING / MANUFACTURER PROGRAM

Prescriber’s Signature (signature required. NO STAMPS) Date
My signature certifies that the person named on this form is my ?inenf and that the information IMPORTANT NOTICE: This fgx is infended to be delivered only to the named addressee.
provided on this enrollment form js complete and accurate to the best of my knowledge. It contains material that is confidential, privileged, proprietary or exempt from disclosure under

C DT fror OSUr
opphctﬁ‘blfe Iova’/l. If you 01[? r}%t the r&om,ed océ, r?s?e% youhshould nof dléster;nur&cte, dlstruPufe, or
My signature authorizes The Pharmacy and its representatives to act as the agent to execute copy Ihis tax. Flease nofily The sengerimmedialely Tyoynave receive s document in eror
TRe iRturance prior authorization progess, CSsiet TG above named pafient onollinio patient and then destroy this document immediately. )

support programs, and appeal on behalf of prescriber and patient in the event of a prior PLEASE NOTE: The Pharmacy can only accept oanoI prescription drug orders from patients,
authorization denial. faxed prescriptions can be accepted only from the prescribing practitioners.

I certify this therapy to be medically necessary.
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