		                 IVIG and Generalized Immune Disorders                                                                       Statement of Medical Necessity[image: C:\Users\SP1\Desktop\Drugco Health Letterhead and Logos\DrugcoHealth.jpg]

Please complete this form (PRINT) in its entirety and fax it to the number below.
Be sure to enclose any necessary documentation, labs, insurance cards, etc.
[bookmark: _GoBack]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#		

	Patient Evaluation:
Diagnosis:


○ Primary Immune Deficiency*
*Please state specific disease and ICD-9 code:
________________________
○ 279.0 Deficiency of Humoral Immunity
○ 279.06 Common Variable Immunodeficiency
○ 279.3 Immunity Deficiency NOS
○ 204.9 Chronic Lymphocytic Leukemia
○ 357.81 Chronic Inflammatory Demyelinating       Polyneuropathy (CIDP)Home Health Nursing Coordination:

○ 446.1 Kawasaki Syndrome
○ 279 Immune Mechanism Disorder
○ 287.31 Idiopathic Thrombocytopenia
○ Other: __________________________
· Date of Diagnosis: ___________________
	                                             ● Has patient previously received IVIG   ○ Yes   ○ No

● I.V. Access:________________________________________________
● Patient Weight:______ kg/lbs     ● Patient Height:__________ inches  ● Date of Measurement:___________ 
● Flushing Protocol:_________________________________________________________________________
_________________________________________________________________________________________ 
● Delivery Method:      ○ Gravity     ○ Infusion Pump
● Therapy Start Date:____________ ● Length of Therapy:_________  ● Date of last infusion:______________ 
● Allergies:________________________________________________________________________________ 
● Concomitant Medications:__________________________________________________________________ 

	
	
	
● 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 to administer to patient         ○  Home health nursing already coordinated   



	PRESCRIPTON INFORMATION

	Intravenous Immune Globulin

	MEDICATION
	STRENGTH
	DIRECTIONS
	QUANTITY
	REFILLS

	○ Flebogamma 5% DIF
	
	
	
	

	○ Gammagard Liquid 10%
	
	
	
	

	○ Gammagard S/D
	
	
	
	

	○ Gammaplex 5%
	
	
	
	

	○ Gamunex-C
	
	
	
	

	○ Octagam 5%
	
	
	
	

	○ Privigen 10%
	
	
	
	

	Subcutaneous Immune Globulin

	○ Gamunex-C
	
	
	
	

	● Date of last dose:___________________________                       ●  Date of last intravenous loading dose: __________________________

	○ Hizentra 20%
	
	
	
	

	● Date of last dose:___________________________                       ●  Date of last intravenous loading dose: __________________________

	○ Vivaglobin 16% Solution
	
	
	
	

	● Date of last dose:___________________________                       ●  Date of last intravenous loading dose: __________________________

	IM Preparations

	○ GamaSTAN S/D
	○ 10 cc    ○ 3 cc
	
	
	

	Other Medications

	○ EpiPen ®
	0.3 mg autoinjector
	Use as directed
	2-Pak Kit
	PRN


Physician Signature_______________________________________________   Date___________________________________
			Substitution Allowed
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.
image1.jpeg
DRuUg.C O /sy rharmacy
Hea lth ‘ ; and Central Fill




image10.jpeg

