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[bookmark: _GoBack]Statement of Medical Necessity
Please complete this form (PRINT) in its entirety and fax it to the number blow.
Be sure to enclose any necessary documentation, labs, insurance cards, etc.
PATIENT DEMOGRAPHICS
Last Name				First Name			Middle Initial                                   	□ Male  □ Female

Address					Apt#				City			State		ZIP		                                

Home Telephone				Work Telephone			Cell Phone		E-mail				

Date of Birth				Social Security Number		         WEIGHT                            Allergies				
INSURANCE INFORMATION
Please include copies of the patient’s insurance/drug benefit cards (front and back) to expedite benefit clearance.
Primary Insurance Name				Policy Number				Group number				 
Policy Holder					Employer			Insurance Telephone #				   
PRESCRIBER INFORMATION
Prescriber Name					Clinic Name				Contact Name				

Prescriber Name					Address				City			ZIP			

Prescriber Name					Telephone			Fax			Email			

Prescriber Name					MD NPI#			DEA#			MD License#		
	                                                         Diagnosis:

                                            ●Date of Diagnosis: ___________________

○ 253.2 Panhypopituitarism          ○ 259.0 Pubertal Dosing                                       ○ 759.81 Prader-Willi Syndrome          ○ 783.43 Idiopathic Short Stature (ISS)
○ 253.3 GHD – Adult                    ○ 259.4 Small Gestational Age                            ○ 759.89 Noonan’s Syndrome               ○ 783.43 Primary IGF-1 Deficiency 
○ 253.3 GHD – Pediatric               ○ 585 Chronic Renal Insufficiency (CRI)           ○ 758.6  Turner Syndrome                      ○ Other: __________________________

	Provocative Test Results:
Patient Evaluation:


● Height:  _____ inches                          ● Weight:     ________ kg/lbs

● Visit Date: _________             ● Next Clinic Visit: _________
● Allergies ________              IGF -1: _________     BP3: __________
● Has patient previously been on growth hormone?  ○ Yes    ○ No
      ● If yes, start date & product:  ________________________Injection Training/Home Health Coordination:

● Does this patient have an ○Active/○History of tumor/malignancy? 
○ Yes ○ No
      ● If yes, how long has regrowth been absent?  ___________ years

● Concomitant Medications/Comments: _______________________

	
	
● Test #1:                                   ○ N/A
Agent: ______             Date: ________         Peak Value: ________         Units: __________

● Test #2:                                   ○ N/A
Agent: ______             Date: ________         Peak Value: ________         Units: __________

	
	



● Drugco Health to coordinate home health nursing visit as necessary.     ○  Yes    ○  No
* Agency of choice:_________________________________________________________
● Injection training is not necessary.                        Date training occurred:____________ 
Reason: ○MD office trained patient  ○Patient already independent   ○ Referred by MD office to alt. trainer

	PRESCRIPTION INFORMATION

	MEDICATION
	STRENGTH
	DIRECTIONS
	QT
	REFILLS

	□ Genotropin ®
	Intra-Mix ® Cartridges: □ 1.5  □ 5.8
Pen Cartridges: □ 5     □ 12                    Miniquick ®: _________mg
	
	
	

	      □ Genetropin ® Pen
	Size:    □ 5     □ 12
	Use as directed with Genotropin® pen
	1
	

	      □ Genotropin ® Mixer Device
	N/A
	Use as directed with Genotropin ® cartridges
	1
	

	□ Humatrope ® 
	Cartridge kits:  □ 6 mg   □ 12 mg   □ 24 mg    Vial Kit: □ 5 mg
	
	
	

	      □ Humatrope Pen ®
	□ HumatroPen ®6mg  □ HumatroPen®12 mg  □ HumatroPen®24mg
	Use as directed with Humatrop ® cartridges.
	1
	

	□ Increlex ™
	40 mg /4 ml vial
	
	
	

	□ Norditropin ®
	
	
	
	

	      □ Nordiflex ® Prefilled Pens
	□ 5 mg     □ 10 mg    □ 15 mg    □ 30 mg
	Use as directed with the Nordiflex ® pre-filled device
	
	

	      □ Norditropin FlexPro
	□ 5 mg     □ 10 mg    □ 15 mg
	
	
	

	□ Nutropin ®
	 Vial Kits:  □ 5 mg     □ 10 mg   
	
	
	

	□ Nutropin AQ ®
	Nutropin AQ Pen ® cartridge kit: □ 10 mg     □ 20 mg  
Vial kit:   □ 5 mg     □ 10 mg      
	
	
	

	      □ Nutropin AQ Pen ®
	N/A
	Use as directed with Nutropin AQ Pen® cartridges
	1
	

	      □ Nutropin AQ NuSpin
	□ 5 mg     □ 10 mg    □ 20 mg
	Use as directed
	
	

	□ Omnitrope ®
	□ 5.8 mg/vial     □ 5 mg/1.5ml cartridges    □ 10 mg/1.5 ml cartridges    
	
	
	

	      □ Omnitrope ® Pen
	Size:    □ 5      □ 10        
	Use as directed.
	
	

	□ Saizen ®
	Click easy cartridge: □ 8.8 mg   Vial Kits:  □ 5 mg    □ 8.8 mg    
	
	
	

	      □ cool click ™ 2 device
	N/A
	Use as directed
	1
	

	      □ cool click ™ device
	N/A
	Use as directed
	1
	

	      □ easypod ™
	N/A
	Use as directed
	1
	

	      □ one-click ™ device
	N/A
	Use as directed
	1
	

	□ Tev-Tropin ™
	Use as directed
	
	
	

	      □  Tjet Injector System
	□ 5 mg vial
	
	
	

	      □ Inject – Ease ®
	
	
	
	

	Ancillary Supplies and Kits Provided As Needed for Administration



Physician Signature_______________________________________________   Date___________________________________
			Substitution Allowed
		Fax completed form to (866) 601-8434      Thank you for using Drugco Health for all your specialty needs!!!
Important Notice: This communication contains information that is confidential and protected from disclosure.  If the reader of this message is not the intended recipient, employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.  If you have received this communication in error, please reply to the sender that you have received the message in error and destroy this copy.
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