
HEPATITIS C REFERRAL FORM

 565 Bound Brook Road | Middlesex, NJ 08846
TEL: 732-968-0414 | FAX: 732-424-1988

FREE DELIVERY & SHIPPING TO HOME OR DOCTORS OFFICE

Today's Dole 

0 NEW PATIENT O CURRENT PATIENT

Lost U doted: Jul 2017 

Patient Name __________________ SS#--,.........,_,.,....----....., DOB ____ Height ___ W eight □ Male O Female
Street Address _____________________ Apt # _____ City State ____ Zip ____ _ 
Evening Tel ____________ Cell Email __________________________ _ 
Ship to Patient at □ Home □ Work OR Patient will pick up at □ Physician Office □ Pharmacy 
Allergies ___________________________ Comorbidities _________________________ _
Current Medications (if necessary, please fax a complete list)--------------------------------------
ICD-10 Code O B 18.2 HCV !Ctmnicl HCV RNA Viral Load*____ Date ___ _ Pretreatment (Viral Load) ___ _ Current Treatment (Viral Load) __ _
Is Patient t reat ment na'ive? D Yes (na'ive) □ No If No, what drugs ________________ _ # of Weeks ____ _ 
Int erferon ineligible? D Ye s  D No D relapsed □ part ial response □null response 
Is patient co-infected with HIV? D Yes □ No Genotype* □ 1 a D 1 b □ 2 D 3 D 4 D 6 Fibrosi s Score/Test (stage)* ______ _
Does Patient have Cirrhosis? □ Yes □ No Drug and Alcohol Sc reening □ Yes □ No If no, patient must obtain test

•Please forward all pertinent lab results for prior authorization

lnsured's Name _______________ Relation to Patient ________ Bigible for Medicare □ Yes □ No If yes, Medicare# ____ _ 
Prescription Card D Yes D No If Yes.Carrier Tel ________ Fax _________ Policy/Group# __________ _ 
Bin# ____________ Pcn# RXID# RX Group# ______________ _ 

Prescriber's Name ___________________________ Office Contact _______________________ _ 
Street Address _____________________ Suite # ____ C ity _______________ State ___ Zip ____ _ 
Te l __________ Fax ____________ Email ___________________________________ _ 
License# _____________ NPI# _____________ UPIN# _____________ DEA# ___________ _ 

PRESCRIPTION PLEASE ATTACH COPIES OF PATIENT'S INSURANCE CARDS 

D MAVYRET 100 mg glecoprevir/40 mg pibrenlosvir tablet 
[ 
EPCLUSA Sofosbuvlr 400 mg/Velpotosvir 100 mg tablet l

SIG: □ Toke 3 tablets PO once doiy with food QTY: __ Refilx __ SIG: □ Toke 1 lob lx day for 12 w�. QTY:_ Refil x __ 
Toto/ doily dose: glecoprevir 300 mg ond plbrt!ntosvir 120 mg D 1 tab lx day !Of 12 w1:s WITH ribovm QTY:_ Refil x __ 

□ Olher· QTY:_ Refh 
DAKLINZA GT 1 & 3 ONLY 

D VOSEVI 400 mg sofosbuvir/100 mg velpatosvir/100 mg voxiloprevir tablet D 30 mg with d()() mg SOVALDI QTY:28 Refll x __
SIG: □ Talce 1 tablet PO dolywilh food fOf 12weelcs QTY: __ Refitl x__ □ 60 mg with 400 mg�OVALDI QTY:28 Refil x __ 

□ Other: QTY: Refitlx_ SIG: toke 1 tablet eoch doily 

ZEPATIER D Grazoprevir l00mg/ Bbosvlr sod tab GT 1 & 4 ONLY 
NSSA test for GTto pottents D Yes D No D 16wl<s 
SIG: Toke one to� PO day QTY: 28 
with RIBAVIRIN? Yes No: See RIBAVIRIN box for dosaaes 
□ VIEKIRA XR QTY:_ 

RefiAx __ 

Ref11x __ 
Dosobuvir 200mg/ Ombitasvir 8.33mg/ Poritoprevir S0mg/ Ritonovir 33.33mg 
SIG: Toke 3 tablets PO with meal for: 

D 12 weelcs w/ Ribovlrin (GT lo. w/o cirrhosis) 
D 24 weelcs w/ Ribaviin (GTla. w/ compensated cirhosis) 
D 12 weelcs IGT 1 b, w/ or w/o comcensoted cirrhosis I 

□ VIEKIRA PAK QTY 28 Day Supdv Reftlx __
Ombltosvir/ParitaP<OviO'/Rltonovl- 12.Smg/75 mg/50 mg tabs (pink) 0osobuvr 250 mg tab (beige) 
DlrKNons: Take 2 pink tabs PO once dolly (AM) with rood and one beige 
tab PO twice dollv 1AM and PMI with food 

□ TECHNIVIE QTY __ Refill x__ GT4 ONLY 
Poritoprevr/Ritonavir 175/SOmgJ and Ombitosvir (12.5mg) 
SIG: two tablets QAM with meal and with RIBAVIRIN 

□ RIBAVIRIN □ RIBAPAK □ MODERIBA
D 600mg/doy 200mg QAM 400mg QPM Dosing 

0 800mg/doy 400mg QAM 400mg QPM 
0 l000mg/doy 600mg QAM 400mg QPM 
O 1200mg/day 600mg QAM 600mg QPM 
0 200mg SIG: 
O Other: 

QTY 28 days Refill x __ 

ID HARVONI Ledlposvr 90 mg / Sofosbuvlr 400 mg 
SIG: Toke 1 tablet by mouth daBy QTY:28 Refjl x 

OL YSIO (Simeprevir) D 150mg capsule QTY __ Refh __ 
SIG: 
SOVALDI (Sofosbuvir) 400mg tablet QTY __ Ref11l x 

--

Toke 1 tablet by mouth doly for. 
0 12 weeks w/ Riboviin ard peginterferon {Genotype 1 01 4) 
0 12 ""'8elcs Wilh Riboviin (Genotype 2) 
0 24 weeks with Ribaviin (Genotype 31 

Other Combination: 
□ PEG INTRON REDIPEN □ PEGASYS
SIG: 
St rength: QTY: 28 doys Refill x 

SUPPORTIVE THERAPIES Strenglh QTY Refh __ 
□ Procrit 0Epogen D Neutosto 0 Aranesp □ Neupogen 
SIG: 
HEPATITIS B ORAL THERAPIES 
0 Boraclude 0 0.5mg D 1.0mg 0 Epivir HBV 100mg 
D Hepsoro 10mg D Tyzeko 600mg 
Additional Directions: 
0 1 Tablet po QD Quantity: D 1 Month D 3 Month 

I □ ENROLL IN NURSE TRAINING/ MANUFACTURER PROGRAM I

Prescriber's Signature (signature required. NO STAMPS) ______________________________ Date ___________ _
IMPORTANT NOTICE: This fox is intended to be delivered only to the named addressee. It contains material that is confidential. privileged, proprietary or exempt from disclosure under applicable low. 

If you ore not the named addressee. you should not disseminate, distribute, or copy this fox. Please notify the sender immediately if you hove received this document in error and then destroy this 
document immediately. PLEASE NOTE: The Pharmacy con only accept original prescription drug orders from patients. foxed prescriptions con be accepted only from the prescribing practitioners. 




