		                 Bleeding Disorders Enrollment Form[image: C:\Users\SP1\Desktop\Drugco Health Letterhead and Logos\DrugcoHealth.jpg]

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:


○ 286.0 Hemophilia A (Factor VIII deficiency)       ○ 286.1 Hemophilia B (Factor IX deficiency)
○ 286.2 Hemophilia C (Factor XI deficiency)          ○ 286.3 Other Clotting Disorder
○ 286.4 von Willebrand Disease                               ○ 286.5 Hemorrhagic Disorders
     Type:  ○ 1   ○ 2   ○ 3                                          ○ 286.9 Other Coagulopathy
○ 286.7 Acquired Coagulopathy                   
· Date of Diagnosis: ________________
	                                             Pertinent Medical/Bleeding History:




● Severity:  ○ Severe (< 1% activity)    ○ Moderate (1 – 5% activity)
   ○ Mild ( > 5% activity)     ● Circulating factor ___________ %
● Inhibitor:  ○ No   ○ Historical   ○ Current ___________ B.U.
● Target Joints:  ○ No   ○ Yes   ● Explain:___________________________
● Protocols: ○ 1○Prophylaxis   ○ 2○Prophylaxis   ○ Preventative 
                     ○ Immune tolerance:  ________________  ○ Other:_________
	● Start Date: _________    ● End date: ____________
● Vascular Access Method: ○ peripheral   ○ central    ○ Other: __________

● Flushing Protocol: Please state flushing protocol:  ___________________
_____________________________________________________________

●Patient weight:__________ kg/lbs   ● Allergies:_____________________

● Concomitant Medications: ______________________________________

	Home Health Nursing Coordination:




● Drugco Health to coordinate home health nursing visit as necessary.     
○  Yes    ○  No                  * Agency of choice:____________________
● Home health nursing visit coordination is not necessary.
Date of treatment start: _____________________
Reason: ○  MD office trained patient     ○  Home health nursing already coordinated
	

	PRESCRIPTION INFORMATION

	MEDICATION
	DOSE
	THERAPY REGIMEN
	QTY
	REFILL
	MEDICATION
	DOSE
	THERAPY REGIMEN
	QTY
	REFILL

	Factor VIII Concentrates & vWD
	Anti-Inhibitor Products

	○ Advate
	Target
Dose:

_____

IU/kg
	
Therapy Regimen:

○ Prophylaxis______/week

○ Immune Tolerance:

○ Breathrough bleed:
   
   Minor: __________

   Major: __________
	
	
	○ Feiba VH
	Target

Dose:
_____

IU/kg
	Therapy Regimen:
○ Prophylaxis______/week
○ Immune Tolerance:
○ Breathrough bleed:
     ○ Minor: __________
     ○ Major: __________
	
	

	○ Alphanate
	
	
	
	
	○ NovoSeven RT
	
	
	
	

	○ Helixate FS
	
	
	
	
	
	
	
	
	

	○ Koate – DVI
	
	
	
	
	
	
	
	
	

	○ Kogenate FS
	
	
	
	
	Other

	○ Monarch-M
	
	
	
	
	○ Amicar Tablet
	Target
Dose:
____mg/kg
	Therapy Regimen:
○ Breathrough bleed:
     ○ Minor: __________
     ○ Major: __________
	
	

	○ Monoclate-P
	
	
	
	
	○ Amicar syrup
	
	
	

	○ Recombinate
	
	
	
	
	
	
	
	

	○ ReFacto
	
	
	
	
	○ Stimate
	○  150 mcg
○  300 mcg
	○ Single spray in one nostril <50 kg
○ Single spray in both nostrils > 50 kg
(total of 2 sprays)
	
	

	○ Xyntha
	
	
	
	
	
	
	
	
	

	○ Humate P
	
	
	
	
	Miscellaneous

	○ Wilate
	
	
	
	
	○ Epipen ®
	
	Use as directed.
	2-Pak
	PRN

	Factor IX Concentrates
	
	
	
	
	

	○ BeneFIX
	Target

Dose:
_____

IU/kg
	Therapy Regimen:
○ Prophylaxis______/week
○ Immune Tolerance:
○ Breathrough bleed:
     ○ Minor: __________
     ○ Major: __________
	
	
	Concentrates of Antithrombotic Factors

	○ Mononine
	
	
	
	
	○ Thrombate III
	Target

Dose:
_____

IU/kg
	Therapy Regimen:
○ Breathrough bleed:
     ○ Minor: __________
     ○ Major: __________
	
	

	○ Alphanine SD
	
	
	
	
	
	
	
	
	

	○ Bebulin VH
	
	
	
	
	
	
	
	
	

	Ancillary Supplies and Kits Provided as Needed for Administration



[bookmark: _GoBack]Physician Signature_______________________________________________   Date___________________________________		
Deliver Medication to:		□ Patient’s Home 		□ Physician’s office		□ Other __________________
		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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