
Hepatitis Prescription Form

Ph: 877.227.3405  •  Fax: 877.542.2731  •  E-Prescribe NPI # 1659380772 or NCPDP # 3306986

 

Patient Name:        DOB:                       

SSN:                                                                                       

Address:                              

City, State, Zip:           

Home Phone:               Cell Phone:        

Known Allergies:           

Height:           Weight:         lbs.           M         F

Emergency Contact:                          

Emergency Contact Phone:           

Primary Insurance:          

City, State:                          

ID Number:          

Group Number:     Rx Bin:       

Secondary Insurance:                         

City, State:                           

ID Number:           

Group Number:     Rx Bin:       

Prescriber Name:         License:                        DEA:                                 

Address:         City, State, Zip:                                    

Office Contact:         Phone:          Fax:                   

 Hepatitis B       Hepatitis C      Other:                                                                               

 ICD-10:                                                                                                                                                                                           

Prior Failed Therapies:                   Reason For Discontinuation:                    

MEDICATION DOSE/STRENGTH SIG QTY REFILLS

Epclusa®

 200/50 mg tablet
 400/100 mg tablet
 200/50 mg packet
 150/37.5 mg packet

 Take 1 tablet orally once a day
Duration:  12 weeks    Other:                                                                                                                                         
     Other:                                                                                                                                  

Harvoni®
 33.75/150 mg packet
 45/200 mg packet
 45/200 mg tablet
 90/400 mg tablet

 Take 1 tablet orally once a day
 One packet once a day as directed
Duration:  8 weeks    12 weeks    24 weeks    Other:                                                                             
     Other:                                                                                                                                  

Mavyret® 
 100/40 glecaprevir/pibrentasvir tablet
 50/20 glecaprevir/pibrentasvir packet

 Take 3 tablets orally once a day with food
Duration:  8 weeks    12 weeks    16 weeks 
     Other:                                                                                                                                  

Ribavirin
 200 mg tablet
 200 mg capsule
 40 mg/mL solution

 Take         tabs/caps orally QAM and        tabs/caps orally QPM with food.
 Take         mL orally QAM and        mL orally QPM with food.
     Other:                                                                                                                                  

Sovaldi®
 400 mg tablet
 200 mg tablet
 150 mg packet
 200 mg packet

 Take 1 tablet orally once a day
Duration:  12 weeks    24 weeks    Other:                                                                                      
     Other:                                                                                                                                  

Viekira®  ombitasvir, paritaprevir, ritonavir (pink tablets): 
        12.5/75/50 mg  dasabuvir (beige tablets) 250 mg [PAK]

      Take 2 ombitasvir, paritaprevir, ritonavir (pink) tablets orally once a day AM  
          and 1 dasabuvir (beige) tablet orally twice daily AM and PM with a meal
Duration:  12 weeks    24 weeks    Other:                                                                                      
     Other:                                                                                                                                  

Vosevi®  400/100/100 mg sofosbuvir/velpatasvir/voxilaprevir tablet

 Take 1 tablet orally once a day with food
Select previous treatment experience if applicable
 Previous use of NS5A    Previous use of sofosbuvir without NS5A
     Other:                                                                                                                                  

Zepatier® 50 mg elbasvir/100mg grazoprevir tablet
NS5A resistant polymorphisms:  Yes    No

 Take 1 tablet orally once a day
Duration:  12 weeks    24 weeks    Other:                                                                                        
     Other:                                                                                                                                  

Other

PRESCRIBER INFORMATION

PATIENT INFORMATION You may also fax demographics/face sheet INSURANCE INFO. Please fax copy of ALL insurance cards *front & back

DIAGNOSIS INFORMATION Please fax recent labs, clinical notes, etc. to help expedite the prior authorization process

HEP C MEDICATIONS: You may tape Prescriptions here prior to faxing

DELIVERY INFORMATION

Need by:      Deliver to:  Patient’s home      MD Office/Clinic      Other:           

PRESCRIBER’S SIGNATURE REQUIRED

MD | NP | PA Signature:              DAW    Date:         

*Signature on this form also provides consent to contact this patient’s insurance provider for this prescription on the provider’s behalf. CM-816 6.22



Hepatitis Prescription Form

Ph: 877.227.3405  •  Fax: 877.542.2731  •  E-Prescribe NPI # 1659380772 or NCPDP # 3306986

 

Patient Name:        DOB:                       

SSN:                                                                                       

Address:                              

City, State, Zip:           

Home Phone:               Cell Phone:        

Known Allergies:           

Height:           Weight:         lbs.           M         F

Emergency Contact:                          

Emergency Contact Phone:           

Primary Insurance:          

City, State:                          

ID Number:          

Group Number:     Rx Bin:       

Secondary Insurance:                         

City, State:                           

ID Number:           

Group Number:     Rx Bin:       

Prescriber Name:         License:                        DEA:                                 

Address:         City, State, Zip:                                    

Office Contact:         Phone:          Fax:                   

 Hepatitis B       Hepatitis C      Other:                                                                               

 ICD-10:                                                                                                                                                                                           

Prior Failed Therapies:                   Reason For Discontinuation:                    

MEDICATION DOSE/STRENGTH SIG QTY REFILLS

Baraclude®  0.5 mg tablets
 1 mg tablets

 Take 1 tablet orally once a day
    Other:                                                                                                                                  

Epivir-HBV®  100 mg tablets
 5 mg/mL Oral Solution

 Take 1 tablet orally once a day
    Other:                                                                                                                                  

Hepsera®  10 mg tablets
 Take 1 tablet orally once a day
    Other:                                                                                                                                  

Vemlidy®  25 mg tablets
 Take 1 tablet orally once a day
    Other:                                                                                                                                  

Viread®
 150 mg tablets                      200 mg tablets
 250 mg tablets                      300 mg tablets
 40 mg/1 g Oral Powder

 Take 1 tablet orally once a day
    Other:                                                                                                                                  

Other

PRESCRIBER INFORMATION

PATIENT INFORMATION You may also fax demographics/face sheet INSURANCE INFO. Please fax copy of ALL insurance cards *front & back

DIAGNOSIS INFORMATION Please fax recent labs, clinical notes, etc. to help expedite the prior authorization process

HEP B MEDICATIONS: You may tape Prescriptions here prior to faxing

DELIVERY INFORMATION

Need by:      Deliver to:  Patient’s home      MD Office/ Clinic      Other:           

PRESCRIBER’S SIGNATURE REQUIRED

MD | NP | PA Signature:              DAW    Date:         

*Signature on this form also provides consent to contact this patient’s insurance provider for this prescription on the provider’s behalf. CM-816 6.22


	Text Field 1: 
	Text Field 2: 
	Text Field 3: 
	Text Field 4: 
	Text Field 5: 
	Text Field 6: 
	Text Field 7: 
	Text Field 8: 
	Text Field 9: 
	Text Field 10: 
	Text Field 11: 
	Text Field 12: 
	Text Field 13: 
	Text Field 14: 
	Text Field 15: 
	Text Field 16: 
	Text Field 17: 
	Text Field 18: 
	Text Field 19: 
	Text Field 20: 
	Text Field 21: 
	Text Field 22: 
	Text Field 23: 
	Text Field 24: 
	Text Field 25: 
	Text Field 26: 
	Text Field 27: 
	Text Field 28: 
	Text Field 29: 
	Text Field 30: 
	Text Field 31: 
	Text Field 32: 
	Text Field 33: 
	Text Field 34: 
	Text Field 35: 
	Text Field 36: 
	Text Field 37: 
	Text Field 38: 
	Text Field 39: 
	Text Field 40: 
	Text Field 41: 
	Text Field 42: 
	Text Field 43: 
	Text Field 44: 
	Text Field 45: 
	Text Field 46: 
	Text Field 47: 
	Text Field 48: 
	Text Field 49: 
	Text Field 50: 
	Text Field 51: 
	Text Field 52: 
	Text Field 53: 
	Text Field 54: 
	Text Field 55: 
	Text Field 56: 
	Text Field 57: 
	Text Field 58: 
	Text Field 60: 
	Text Field 62: 
	Text Field 64: 
	Text Field 66: 
	Text Field 68: 
	Text Field 70: 
	Text Field 72: 
	Text Field 74: 
	Text Field 59: 
	Text Field 61: 
	Text Field 63: 
	Text Field 65: 
	Text Field 67: 
	Text Field 69: 
	Text Field 71: 
	Text Field 73: 
	Text Field 75: 
	Check Box 1: Off
	Check Box 3: Off
	Check Box 4: Off
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	Check Box 19: Off
	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 24: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 52: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 66: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	Check Box 70: Off
	Check Box 71: Off
	Check Box 72: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	Check Box 77: Off
	Check Box 78: Off
	Check Box 8: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 2: Off
	Text Field 76: 
	Text Field 77: 
	Text Field 78: 
	Text Field 79: 
	Text Field 80: 
	Text Field 81: 
	Text Field 82: 
	Text Field 83: 
	Text Field 84: 
	Text Field 85: 
	Text Field 86: 
	Text Field 87: 
	Text Field 88: 
	Text Field 89: 
	Text Field 90: 
	Text Field 91: 
	Text Field 92: 
	Text Field 93: 
	Text Field 94: 
	Text Field 95: 
	Text Field 96: 
	Text Field 97: 
	Text Field 98: 
	Text Field 99: 
	Text Field 100: 
	Text Field 101: 
	Text Field 102: 
	Text Field 103: 
	Text Field 104: 
	Text Field 105: 
	Text Field 106: 
	Text Field 107: 
	Text Field 108: 
	Text Field 109: 
	Text Field 110: 
	Text Field 111: 
	Text Field 112: 
	Text Field 113: 
	Text Field 114: 
	Text Field 129: 
	Text Field 130: 
	Text Field 131: 
	Text Field 132: 
	Text Field 115: 
	Text Field 116: 
	Text Field 117: 
	Text Field 119: 
	Text Field 121: 
	Text Field 123: 
	Text Field 125: 
	Text Field 127: 
	Text Field 118: 
	Text Field 120: 
	Text Field 122: 
	Text Field 124: 
	Text Field 126: 
	Text Field 128: 
	Check Box 79: Off
	Check Box 81: Off
	Check Box 82: Off
	Check Box 83: Off
	Check Box 84: Off
	Check Box 80: Off
	Check Box 85: Off
	Check Box 86: Off
	Check Box 87: Off
	Check Box 88: Off
	Check Box 89: Off
	Check Box 90: Off
	Check Box 115: Off
	Check Box 91: Off
	Check Box 92: Off
	Check Box 93: Off
	Check Box 94: Off
	Check Box 95: Off
	Check Box 96: Off
	Check Box 97: Off
	Check Box 98: Off
	Check Box 99: Off
	Check Box 100: Off
	Check Box 101: Off
	Check Box 102: Off
	Check Box 103: Off
	Check Box 104: Off
	Check Box 105: Off
	Check Box 106: Off
	Check Box 107: Off
	Check Box 108: Off
	Check Box 109: Off
	Check Box 110: Off
	Check Box 111: Off
	Check Box 112: Off
	Check Box 113: Off
	Check Box 114: Off


