		                  Hepatitis C Specialty Medication	                                                                       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#		
CLINICAL INFORMATION
Diagnostic Info:	○  070.54  Hepatitis C (Chronic)	○ Other_______________
Naïve Patients or New Treatment Starts (Pre-Treatment Labs):
Genotype:  ○ 1   ○ 2   ○ 3   ○ 4   ○ Other_____   Lab Date:______	HCV Viral Load: IU/ml______ or copies/ml______  Lab Date:______
	Alanine Aminotransferase (ALT):__________________   Normal Range:________________   Lab Date:________________
	Asparate Aminotransferase (AST):_________________   Normal Range:_________________  Lab Date:________________
	For HIV Co-Infected Members – CD4 Count__________	  Lab Date:___________________
	For HIV Co-Infected Members – RNA Viral Load_________  Lab Date:_________________
Liver Biopsy Result or attach copy with request:____________________________

Continuation of Therapy (Labs after 12 weeks of Therapy):
HCV Viral load: UI/ml_______________ or Copies/ml____________________    Lab Date:_______________
Alanine Aminotransferase (ALT):__________________   Normal Range:________________   Lab Date:________
Asparate Aminotransferase (AST):_________________   Normal Range:_________________  Lab Date:__________
	Pre-Treatment Labs-  Labs done before starting therapy:
	HCV Viral load:  UI/ml___________________ or Copies/ml_______________________
	Alanine Aminotransferase (ALT):__________________   Normal Range:________________   Lab Date:________________

	Medication
	Strength
	Directions
	Quantity
	Refills

	Pegasys ®
	180 mcg                  ○ PFS            ○ Vial
	○ 180 mcg SQ every week           ○ 90 mcg SQ every week
○ 135 mcg SQ every week           ○ Other__________________
	28 days supply
	

	Peg-Intron ®
	○ 50 mcg/0.5ml     ○ Redipen     ○ Vial
○ 80 mcg/0.5ml     ○ Redipen     ○ Vial
○ 120 mcg/0.5ml   ○ Redipen     ○ Vial
○ 150 mcg/0.5ml   ○ Redipen     ○ Vial
	○ 50 mcg (0.5ml) SQ QWK         ○ 96 mcg (0.4ml) SQ QWK
○ 64 mcg (0.4ml) SQ QWK         ○ 120 mcg (0.5ml) SQ QWK
○ 80 mcg (0.5ml) SQ QWK         ○ 150 mcg (0.4ml) SQ QWK
	28 days supply
	

	Infergen ®
	○ 9 mcg
○ 15 mcg SQ
○ Other__________
	○ SQ Daily
○ SQ TIW
	
	

	RibaPak ®
	○ 800 mg/day
○ 1000 mg/day
○ 1200 mg/day
	○ 400 mg tab QAM, 400 mg tab QPM
○ 600 mg tab QAM, 400 mg tab QPM
○ 1200 mg tab QAM, 600 mg tab QPM
	28 days supply
	

	Copegus ®
	○ 600 mg               ○ 1200 mg
○ 800 mg               ○ Other__________
○ 1000 mg
	○ 200 mg  QAM, 400 mg QPM    ○ 400 mg QAM, 600 mg QPM
○ 400 mg  QAM, 400 mg QPM    ○ 600 mg QAM, 600 mg QPM
	28 days supply
	



Physician Signature_______________________________________________   Date___________________________________
			Substitution Allowed
Deliver Medication to:		□ Patient’s Home 		□ Physician’s office		□ Other __________________
	By signing below, I authorize Drugco Health (“Drugco”) to: Collect my health condition and prescription information from my doctor, healthcare provider, health insurer or pharmacist in order to ensure its accuracy and completeness and to communicate to the patient support program of the pharmaceutical manufacturer (the “Program”); and contact my insurer, other potential funding sources, social workers, patient advocacy organizations, and patient assistance programs on my behalf to determine if I am eligible for assistance.  I hereby authorize my doctor, healthcare provider, health insurer or pharmacist to provide my health condition and prescription information to Drugco and to the Program.  I understand that I may revoke this authorization at anytime by sending a letter to Drugco at 107 Smith Church Rd., Roanoke Rapids, NC, 27870.  Patient’s Signature______________________________________________


		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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