(&g ASP CARES

Hemophilia & Bleeding Disorder | Injection Training: L1 mD Office
Pharmacy to Arrange

MAIN POINT OF CONTACT

Name: Ph: (214) 919-2090 or (877) 753-6878

Phone: Fax: 1 (888) 294-9434 Ship To : [ patient Home [ mD Office
PATIENT INFORMATION (Use this area or attach patient demographics)

Name: Phone: Phone 2:

Home Address: City: State: Zip Code:

DOB: SSN: Sex: [0 Male [ Female Height: Weight: Ibs.
Emergency Contact: Phone:

Primary Insurance: Secondary Insurance:

ID#: RxBin: ID#: RxBin:

RxGroup: Pcn: RxGroup: Pcn:

DIAGNOSIS (ICD-10) and Allergy:

[0 D66 Hereditary Factor VIII Deficiency
[0 D67 Hereditary Factor IX Deficiency
O D68.0 Von Willebrand’s Disease

0 D68.311 Acquired Hemophilia

[0 D68.318 Other Hemorrhagic Disorder due to Intrinsic Circulating Anticoagulants, Antibodies, or Inhibitors

O Other: Description:

Allergies:

Medication Strength Directions Qty. Refills
[0 Advate [0 Kogenate FS I Probhvlaxis:
O Adynovate O Kovaltry 0 rophylaxis: ]
O Afstyla O Monoclate-P Immune Tolerance:
O Alphanate [J Novoeight O Breakthrough Bleed: Infuse units (+/- 10%) slow IV
o EIo<_:atte O Nuwiq ) push every O hours [ days for a total of doses
O Helixate O Recombinate ded for bleedi i<od
O Hemofil-M O Xyntha as needed for bleeding episodes.
I Koate-DVI
O AlphaNine O IXINITY U Contact your physician’s office if bleeding does not resolve.
O Alprolix O Mononine —IU/kg
O Bebulin O Profilnine Minor: O U q hr PRN
[ BeneFIX [ Rixubis O Other:
O Idelvion '
O Feiba NF O Corifact Major: O IUq hr PRN 0 1 Month 001 Year
O Humate-P O Tretten O Other- O 3 Months
O Vonvendi O Ceprotin —_— O
O Wilate O Thrombate Il O
[ NovoSeven RT mg Infuse mg slow IV push every hours
and/or
[0 Amicar Tablet [ Amicar Syrup mg/kg
[ Stimate O 150 mcg | O Weight < 50kg: Single spray in one nostril
[0 300 mcg [0 Weight > 50kg: Single spray in BOTH nostrils
O Normal Saline Access Device:
— mlevery O Port O PICC
OpPiv [ Butterfly
. 010 1U/mL
O Heparin 0100 1U/mL mL every O Other
O 1 Pen
O Epi-Pen [ Epi-Pen Jr. 0 PRN Anaphylaxis [ Other: O 2 Pens
O Pens
Prescriber Name: NPI#:
Address: City: State: Zip Code:
Phone: Fax:
*Prescriber Signature: Date:

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential
information which is exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictg/ prohibited
from disseminating or distributing this information (other than to the intended recipient) or copying this information. If you received this communication in error, please notify the sender immediately at the address and
telephone number set forth herein and obtain instructions as to proper destruction of the transmitted material. Thank you.

Please fax completed form to 1 (888) 294-9434



