
 

 

Patient 

Address

City___

Home p

DOB__

Drug al

Diagnos

HCV/HB

Previou

Treatme

Dru

Peg
      18
    Pre

Peg
          

 

Infe

Rib

Rib

Hepat
Thera

Anem
Neutro
Other Me

 

Deliver t
 

We auth
 

_______
Prescrib
 

Primary

Policy #

Insuran

Prescrip

RXGRP

 
 

 

 

 

 

 

 

 

 

 

 name ___________

s_______________

_________________

phone____________

_________________

lergies___________

sis:   070.54 Chro

BV viral load______

usly treated for HCV?

ent duration:______

ug name 

gasys®     

80mcg/0.5ml     
efilled Syringe 

In



g-Intron®           
  Redipen 

 

ergen® In

ba-Pak® 



bavirin 200mg T

titis B Oral 
pies   





ia or 
openia 




edications: D

to:   Patient’s hom

orize Transcript Pha

_________________
ber name or signatu

y Insurance_______

#________________

nce phone_________

ption Drug Coverage

P#_______________

  

qqqqqqq

Patient Infor

_________________

_________________

_________________

________________

______ SSN_______

_________________

onic Hepatitis C   0

_________________

?   Yes    No    

___________weeks 

nject:  180mcg 

Other_________

 Patient Wt. 
    <87lbs 50
  87 -111lbs 80
 112-133lbs 80
 134-144lbs 12
145-166lbs 12

nject:   15ug  SC

 600mg AM and 60

 Other Dosage:  __

Take___________

Baraclude® 0.5mg 
Hepsera® 10mg ta
 Tyzeka® 600mg ta

Procrit® vial    E
Neupogen® PFS    
irections 

me   MD’s office   

armacy, its employee

_______________   
ure   

_________________

________________

________________

e:  Company______

________________
COMPLETE

                       
 

q 

rmation 

________________

_________________

_______State_____

_ Cell____________

________________

________________

070.32 Hepatitis B   

_____copies/ml  ALT

    If yes, was patien

        Other medicati

SC QW      135

_______________

Strength/Dose 
0mcg / 0.5ml SC QW
0mcg / 0.4ml SC QW
0mcg / 0.5ml SC QW
20mcg / 0.4ml SC Q
20mcg / 0.4ml SC Q

C QD          9ug

00mg PM (1200mg) 

_______mg AM and

_______mg AM an

 tablet   Baraclude
blet       Epivir HB
ablet      Other___

pogen® vial    Neu
   Aranesp® Surec

 1st dose to MD’s 

es and agents, to as

  _______________
Office Contact Na

Insu

_________________

__Group__________

_________________

_________________

______________RX
 OR  FAX FRONT AND

                       

_________________

________________

_____Zip_________

_________________

_________________

___Male  Fema

Clinic

    Genotype_______

T_______________

nt a:   Non-respon

on patient is current

Prescr
(PLEASE CH

5mcg SC QW      

_______________

Ribavirin 
W 800mg/day 
W 800mg/day 
W 800mg/day 
QW 800mg/day 
QW 1000mg / day

g  SC QD        O

     600mg AM an

 ________ mg PM 

nd _____________

e® 1mg tablet    
BV® 100mg tablet   
_________________

ulasta® PFS   
click™ Autoinjector 

  office, remaining re

ssist with delegated p

_________________
ame (Nurse, MA, O

urance, Medica

________________

_________________

_________________

_________________

XBIN# ____________
D BACK COPIES OF IN

2
Pharm

                        

__ 

__ 

__ 

__ 

__ 

ale 

 

Prescriber n

DEA#_____

Practice nam

Address___

City_______

Office Phon

cal Informatio

_______       Diagno

____ Liver biopsy res

nder   [OR]   Resp

tly taking including O

ription Orders
HECK ONE OR MO

90mcg SC QW  

_______________

 Patient Wt.
 167-177lb
 178-187lb
 189-231lb
  >231lbs 

y   

Other___________

d 400mg PM (1000m

_______mg PM 

____ 

1 tab
 
Alt. d

Strengt
Directio

efills to patient home

prior authorization re

_________________
ther)      

are or Medica

___ Secondary I

___ Policy #____

___ Insurance ph

________________

________________
NSURANCE , PRESCR

2506 Lakeland 
macy phone: (8
                        

P

name____________

_________________

me______________

_________________

________________

e_______________

on 

osis date:________/_

sults( if applicable)__

ponder/Relapser     P

OTC medications (or

s     
RE) 
   

______________

 Strength/D
s 120mcg / 0.5m
s 120mcg / 0.5m
s 150mcg / 0.5m

150mcg / 0.5m
 

_______________

mg)     400mg AM

blet PO QD 

directions:_______

th______________
ons____________

e                               

equests to the fulles

_            _________
        Preferred 

aid Information

nsurance( If applicab

_________________

hone____________

_______ Phone____

______PCN/ID# (if a
RIPTION AND/OR CO-

He
 Drive, Suite 20
66) 420-4041  
                       

Prescriber Info

_________________

________________

_________________

_________________

_________________

_______________ F

/_______/_______   

________________

Previous treatment:_

r fax medication prof

_______________

Dose Riba
l SC QW 1000mg
l SC QW 1200mg
l SC QW 1200mg
l SC QW 1400mg

 

_______________

M and 400mg PM (80

_____ __________

_______________
________________

                               I

t extent allowable by

_________________
 phone number & e

n 

ble,)_____________

________________

_________________

_________________

avail.)____________
-PAY ASSISTANCE CA

epatitis O
01, Jackson, M
  Pharmacy fax
   www.transcr

ormation 

_____________Lic#

_Tax ID___________

________________

_______________S

______State_______

Fax______________

            HIV Co-infec

_________________

_________________

file):_____________

Qu

_______ 

2
s

virin 
g / day 
g / day 
g / day 
g / day 

2
s

_______ 
2
s

00mg) 2
s

2
s

______ 

3
s

_______ 
_______ 

2
s

Qty 

njection training ne

y law and insurer gu

_________               
extension                

________________

_Group___________

_________________

_________________

_________________
ARD(S) 

Order For
Mississippi  392
x: (601) 420-40
iptpharmacy.co

#________________

_________________

_________________

Suite_____________

___Zip___________

_________________

ction?    Yes   N

_________________

_________________

_________________

uantity Refil

28 day 
supply 

Refills 
 

 

28 day 
supply 

Refills 
 

 

28 day 
supply 

Refills 
 

 
28 day 
supply 

Refills 
 

 

28 day 
supply 

Refills 
 

 
30 day 
supply 

Refills 
 

 

28 day 
supply 

Refills 
 

 
Refills 

eeded?  Yes   

uidelines. 

   _______________
    Date 

_________________

_________________

________________

________________

_________________

m 
232 
040 
om 

__ 

___ 

__ 

__ 

__ 

__ 

No 

__ 

_ 

__ 

ls 

 No 

__ 

__ 

__ 

___ 

__ 

__  


