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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#		
STATEMENT OF MEDICAL NECESSITY
	Diagnosis:


○  Heart (V42.1)     ○ Liver (V42.7)     ○ Pancreas (V42.83)    ○  Lung (V42.6)   

○  Kidney (V42.0)    ○  Bone Marrow (42.81)   ○  Intestines (V42.84)   

○ Peripheral Stem Cells (V42.82)  ● Date of Diagnosis:________________

○ Other specified organ or tissue (V42.89):_______________________________
	                                                              Additional Information


● Date of Transplant:_____  ● Date of Discharge: _____  ● Est. Discharge Time:___

● Was there a prior transplant failure of the same organ?         ○ Yes       ○ No

● Does patient have Medicare Part A coverage at time of transplant?   ○ Yes    ○ No

● Will patient be enrolled in Medicare Part B coverage at time of discharge?  ○ Yes  ○ No

	                                                                    Injection Training/Home Health

                                                                                                                              ● Specialty pharmacy to coordinate injection training/home health nurse 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 alternate trainer   

	PRESCRIPTION INFORMATION

	MEDICATION
	Strength
	Directions
	Qty
	Refill
	MEDICATION
	Strength
	Directions
	Qty
	Refill

	○ Prograf ® (tacrolimus)
	0.5 mg
	
	
	
	Antihypertensives

	○ Prograf ® (tacrolimus) 
	1mg
	
	
	
	○
	
	
	
	

	○ Prograf ® (tacrolimus)
	5 mg 
	
	
	
	○
	
	
	
	

	○ Gengraf ® (cyclosporine)
	25 mg
	
	
	
	○
	
	
	
	

	○ Gengraf ® (cyclosporine)
	100 mg
	
	
	
	Diabetic Supplies

	○ Neoral ® (cyclosporine)
	25 mg
	
	
	
	○ ___Glucometer
	N/A
	
	
	

	○ Neoral ® (cyclosporine)
	100 mg
	
	
	
	○ _____ Test Strips
	N/A
	
	
	

	○ Cellcept ® (mycophenolate)
	250 mg
	
	
	
	○ _____ Lancets
	N/A
	
	
	

	○ Cellcept ® (mycophenolate)
	500 mg
	
	
	
	○ 0.5 cc Insulin Syr
	N/A
	
	
	

	○ Myfortic ® (mycophenolic acid)
	180 mg
	
	
	
	○ Short-Acting Insulin
__________________
	
	
	
	

	○ Myfortic ® (mycophenolic acid)
	360 mg
	
	
	
	
	
	
	
	

	○ Rapamune ® (sirolimus)
	1 mg 
	
	
	
	○ Long-Acting Insulin
__________________
	
	
	
	

	○ Rapamune ® (sirolimus)
	2 mg
	
	
	
	
	
	
	
	

	○ Zortress ®
	0.25 mg 
	
	
	
	Hematopoietics

	○ Zortress ®
	0.5 mg
	
	
	
	○
	
	
	
	

	○ Zortress ®
	0.75 mg
	
	
	
	○
	
	
	
	

	○ Prednisone
	5 mg
	
	
	
	Other Medications

	PCP Prophylaxis
	○
	
	
	
	

	○
	
	
	
	
	○
	
	
	
	

	CMV Prophylaxis
	○
	
	
	
	

	○
	
	
	
	
	Gastrointestinal

	Thrush (Candida)
	○
	
	
	
	

	○
	
	
	
	
	○
	
	
	
	

	○
	
	
	
	
	Ancillary supplies and kits provided as needed for administration



Physician Signature_______________________________________________           ___________________________________
			Product Substitution Permitted                                                         (Date)                                         DISPENSE AS WRITTEN                                                (Date)
Deliver Medication to:		□ Patient’s Home 		□ Physician’s office		□ Other __________________
[bookmark: _GoBack]
		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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