		Lysosomal Storage 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				
_________					Address				City			ZIP			
_________________					Telephone			Fax			Email			
[bookmark: _GoBack]_________________					MD NPI#			DEA#			MD License#		
	Diagnosis:


○ 271.0 Pompe Disease
○ 272.7 Fabry Disease
○ 272.7 Gaucher’s Disease
○ 277.5 Mucopolysaccharidosis I (MPS I)
○ 277.5 Mucopolysaccharidosis II (MPS II, Hunter Syndrome)
○ 277.5 Mucopolysaccharidosis VI (MPS VI, Maroteaux-Lamy Syndrome)

●   Date of Diagnosis: ___________________
	                          Infusion Services:



● First dose of medication will be/has been administered in Physician’s office?

     ○  Yes     ○  No    ● If Yes, Date: ________________________

     Place of service?    ○  Physician’s Office    ○  Outpatient    ○  Home

● Drugco Health to refer/coordinate home infusion services including identification and training of nursing.        ○  Yes     ○  No      

	Patient Information and Supplies
Patient 


● Patient Weight  _________ kg or  __________ lbs      ● Allergies: _____________________________                          ○ NKDA


	○ Pump                  ○ Gravity
	○ PICC                     ○ PORT                     ○ Peripheral



	PRESCRIPTON INFORMATION

	MEDICATION
	STRENGTH
	DIRECTIONS
	QUANTITY
	REFILLS

	○ Aldurazyme ®
	2.9 mg Vial with Albumin
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
Albumin to be Added per Package Insert
○ Ramping Required
	
	○ 12 months
○ ____months

	○ Cerezyme ®
	○ 200 Unit Vial
○ 400 Unit Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
○ Ramping Required
	
	○ 12 months
○ ____months

	○ Elaprase ®
	6 mg Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
○ Ramping Required
	
	○ 12 months
○ ____months

	○ Fabrazyme ®
	○ 5 mg Vial
○ 35 mg vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
○ Ramping Required
	
	○ 12 months
○ ____months

	○ Lumizyme ® 
	50 mg Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
Albumin to be Added per Package Insert
○ Ramping Required
	
	○ 12 months
○ ____months

	
	
	Physicians and patients must register through the Lumizyme ACE program.  You may do so by calling 1-800-745-4447, option 2 or going to www.lumizyme.com
	
	

	○ Myozyme ®
	50 mg Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
Albumin to be Added per Package Insert
○ Ramping Required
	
	○ 12 months
○ ____months

	○ Naglazyme ®
	5 mg Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
Albumin to be Added per Package Insert
○ Ramping Required
	
	○ 12 months
○ ____months

	○ VPRIV
	○ 200 Unit Vial
○ 400 Unit Vial
	Dose_______mg/kg Body Weight, IV
Vol. to infuse _______ ml   Rate_______ ml    Frequency_______
Albumin to be Added per Package Insert
○ Ramping Required
	
	○ 12 months
○ ____months

	Flush and Additional Supplies

	○ 
	
	
	
	

	○ 
	
	
	
	

	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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