TRANSPLANT PRESCRIPTION REFERRAL FORM

ﬂ Start Date
IP Hc:ﬁ\clg-ll\iEce Single Point of Contact: 724-515-7053 Pharmacy 866-213-9821
FAX: 877-526-8823 [OpatientCoffice Jother____
1. Patient Information: Please fax front and back copy of the insurance card (Prescription and Medical)
Patient: Male / Female DOB: Soc. Sec. #
Address:
Street City State Zip
Primary phone number: Alternate phone number:
Caregiver: Allergies:
2. Clinical Information: Please FAX recent clinical notes. Labs. Tests. with nrescrintion to exnedite the prior authorization
Diagnosis: Codes/ ICD-10 Additional Information:
ial . . Date of Transplant: » Date of Discharge: « Est. Discharge Time:
Speua Instructions: Was there a prior transplant failure of the same organ? |:| Yes |:| No
Does patient have Medicare Part A coverage at time of transplant? [ Yes |:| No
Will patient be enrolled in Medicare Part B coverage at time of discharge?_JYes [~ ] No
3. Prescription If you need a medication not listed please contact us
Medication Dose/Strength Sig. Qty. | Refills
|:| Astragaf® XL I:l 0.5 mg I:l 1mg I:l 5 mg
. 400 mg/80mg (SS
|:| Bactrim® (Smz/Tmp) D g/ g(sS)
[ ] 800 mg/160mg(DS)
[] cellcept® []250 mg [ ]500 mg

|:| Hecoria® |:| 0.5 mg |:| 1 mg|:| 5mg

I:l Imuran®(Azathioprine) I:l 50 mg

|:| Lasix®(Furosemide) |:| 20 mg |_| 40 mg|:| 80 mg
I:l Mycelex Troche® |:| 10 mg Troche
|:| Myfortic®
(Mycophenolic acid) D 180 mg D 360 mg
D Neoral®(Cyclosporine) D 25 mg |:|100 mg
Prednisone®

mg
Prograf® (Tacrolimus) _|[7]0.5 mg|:|_ 1mg u5 mg
Rapamune® (Sirolimus) |:| 0.5 mg|:|1mg|:| 2 mg|:|1 mg/ml

|:| Transplant Kit |:| 1 package (BP monitor, therm, pill Use as directed 1
cutter, pill box, blood pressure cuff
|:| Valcyte™ (Valganciclovir) |: 450 mg
I:l VFend® I:l 50 mgl:l 200mg|:| 40 mg/ml
:| Zortress® 0.25mg |:| 0.5 mg|:| 0.75 mg
Zovirax® (Acyclovir) 200 mg[ | 400 mg| [800 mg

4. Prescriber and Shipping Information:

Prescriber (print): Office Contact:

Preferred method of contact: I:l phoneD fax |:|emai| preferred contact persons email:

Office Address:

Phone: fax: NPI: DEA:
Prescriber’s Signature: Date:

| authorize AccuServ Pharmacy and its representative to act as an agent to initiate and execute the insurance prior authorization process.(NO STAMPS)

| 5.. Insurance Information: Please fax a copy of the insurance card

*IMPORTANT NOTICE:this fax is intended to be delivered only to the named address. It contains materials that are confidential, privileged, proprietary or exempt from disclosure under
applicable law. If you are not the named address you should not disseminate distribute or copy this fax. Please notify the sender immediately if you received this document in error and
destroy this document immediately. Please fax completed form to AccuServ Pharmacy at 877-526-8823. Visit us at WWW.ACCUSERVPHARMACY.COM for online
fillable forms.
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