A Dose Of Kindness
With Every Perscription.

Hepatitis C
Enroliment Form

Ea

PATIENT INFORMATION

PRESCRIBER INFORMATION

Patient Name Prescriber's Name

DOB Last Four of SS# Gender State License # UPIN

Weight Height Phone DEA NPI

Address Group/Hospital

City, State, ZIP Address

Primary Insurance City, State, ZIP

Primary Insurance Phone Phone Fax

Group/Policy # Contact Person Phone

Secondary insurance

Secondary Insurance Phone

MEDICAL INFORMATION

Genotype QB80K: DYes DNo DX Code Liver Biopsy: DYes DNO

Naive Relapsed*® Partial Responder* Nul® Date Stage Grade

*Dates of previous treatment and viral load results Creatinine Date HIV Status
Allergies Diagnosis Code [CInka

PRESCRIPTION INFORMATION

Patient to be trained for self-injection: DA[ home Dm physician clinic Ship Medications: D Patient's home Dmyslclan‘s office
Pegasys: DlSOmcg Prociick Awoln}oc;or_ D135mcg Proclick Autolnjector DBOmegl 0.5ml prefilled syringe

Doss SC once weekly 2s di d 1-month supply Dnsﬂllf X

Pegintron Redipen: '

[Jsomeatosmi—osmi Gomeg)  <8sibes< 40kg
[[Jeomegrosmi—oami (samcg)  sa-ti0los’40-50kg

[(Jeomeg/osmi—osmi womeg)  111-132ibs/51-60kg

DTZOmchO,SmI—OAmI (98meg)  133-161Ibs/61-75kg

[Jreomogtosmi—osmi 6zomeg)  166-1670s/76-85kg
[[Jisomegrosmi—osmi tsomeg) > 187ibs/>a5kg

Dose: Dsc once weekly as directed [t month supply ~ Refi: x

Ribavirin 200mg: RibaPak (1-month supply):

D D|200mg daily/600mg QAM—800mg GPM DaoOrng daily/400mg GAM —400mg QPM
Guantity Refill: x Dwoamg dally/600mg GAM—400mg GPM [ |600mg cially/200mg QaM—400mg QPM
D< Tokg = 1000mg/day  [_Jx 75kg = 1200mg/day Refill: x

Nucleotide demonnmbnor.

[Jsovetdi™ (sofosbuvir) 400mg disp. 28 Sig: 400mg dally Refilt: x

Protease Inhibitor:
Dmﬂh (bocsprevir) 200mg caps disp. 336
Sig: 800mg (4 caps) TID (q 7-9h) with food {begin at week 5)

[Cinetvek tetaprevii) 375mg tabe disp. 168

Sig: 1125mg (3 tabs) taken twice dally (10-14 hours apart) with food (not low fat)

[Jovvsiom (simeprevir) 150mg caps disp. 28
Sig: 150mg dally with food

Refill: x Refill: x Refill: x
Supportive Therapy:
Drymmpdoﬂn': Epogen Procrit

D

Quantity Refill: x *Attach CEC and Iron Panel lab reports
Duown': Neupogen Directions.

Quantity Refill: x *Attach CBC with differential lab report
Dvromm° 25mg PO QD

Quantity Refill: x “Titrate based on platelet count not to exceed 100mg PO QD
Prescriber's Signature Date

PRODUCT SUBSTITUTION PERMITTED
CONFIDENTIAL TY STATEMFNT: This cormmunication s ntended for the use of tha individuai or entity to which i s acdressed and may contan information that is privieged, confidential, and exempr from
disclosure urder appicabie law. If ihe reader of this communication is not the intended recipient or the empioyee or agent responsib e for deiivery of the communicaton, you are hereby notified that any
dissemination, distribution, o copying of the communicaton is stnctly proh b ted . if you have received this commurication in error, please noufy us immediately by telepnone

DISPENSE AS WRITTEN




