HEPATITIS C FAX: 888.889.7129

REFERIRAL FORM TOLL FREE: 844.233.7279
C E D R A CEDRASPECIALTY.COM

PATIENT INFORMATION

Pafient Nome: DOB: Preferred Phone:

SSNi#: Llanguage: O English O Other

Address: Sex. dMcle CIFemale Height: Weight: Ows O kg
City: State: /ip: Known Allergies:

* PLEASE FAX FRONT/BACK COPY OF PHARMACY BENEFIT CARD, MEDICAL INSURANCE CARD, NOTES, LABS & TESTS WITH THE PRESCRIPTION TO EXPEDITE PROCESSING *
PRESCRIBER INFORMATION

Prescriber Name: DEA#: NPI: Tox ID#:
Address: Pnone: E-mail:
City: State: Zip: Key Contact: Phone: Fox:

STATUS UPDATE PREFERENCE: Phone Kl Text KIFox  CIE-mai:
Diognosis/ICD-10 Code: Oris2 Oother Genotype: Viral Load: NSQS0K: Ocrr
Response Status: CINaive  CINul ClPartiol — Prior Treatment Regimen, Date, Reason for DC:

Cirrhosis (ves CINo IE'ID Compensated O Decompensated) Fbrosis Score: Reason for RBV Ineligibility:

Cormorbidities IHV [IHBY [ Dicbetes CIckp  [IESRD [ Other:

PRESCRIPTION INFORMATION
MEDICATION DOSE/STRENGTH SIG Qry. REFILLS
Take 1 fablet by mouth daily with or without food
PATIENT POPULATION TREATMENT DURATION
Clepciusae 1400 mg/100mg GT1-6 wjo Cirhosis and compensoted Cihosss (ChId-Pugh A) EPCLUSA 12 weeks 28-day supply
GT1-6: with decormpensated Cirrhosis (Child-Pugh B or C) EPCLUSA + RBV 12 weeks
Take 1 fablet by mouth daily with or without food.
DURATION OF THERAPY GUIDANCE FOR CHC GT1 DURATION REFILLS
Naive Non-Cirrhotic HCV RNA >6 million U 12 weeks 2
Ouarvone Oog mgya00 mg Naive Non-Cirthofic HCV RNA <6 milion IU 8 weeks ] 28-day supply
Naive Non-Cirrhotic and Cirrhotic 12 weeks 2
Non-Responder Non-Cirrhotic 12 weeks 2
Non-Responder Cirrhotic 24 weeks 5
Three fablefs (fotal daily dose: glecaprevir 300 mg and pibrentasvir 120 mg) faken orally once daily with food
GENOTYPE  |Previously Treated with a Regimen Containing No Cirrhosis %m@ggéﬂ% Cirthosis
1,2, 3, 4, 5 or é[Treatment-Naive Patients 8 weeks 12 weeks
Ledipasvir and Sofosbuvir or Daclatasvir with PEG-INF and 1
Cmavvrer 0100 mg/0mg 1 B — ' 1oweeks |16 weeks 28-clay supply
imeprevir and Sofosbuvir, or Simeprevir, Boceprevir, or
! Telaprevir with PEG-INF and Rioawvirin 12weeks |12 weeks
1.2.4,50r6 |Priorfreatment experience with regimens containing INF, 8 weeks 12 weeks
3 PEG-INF, Ribavirin, and/or Sofosbuvir, but no prior freatment loweeks |16 week
experience with an HCV NS3/4A Pl or NS5A inhipitor weeKks wWees
Creavirne 200 mg 28-day supply
D V\EK\F?A PAK® Take as directed with a meal O viera x@* 3 fablefs taken by mouth once daily with a
(FoHow GT1 dosing in patients with unknown GT1 subtype or mixed GI. Viekira Pak w/ RBV for 12 weeks may be
VIEKIRA PAKE 12.5/75/50/250 Mg considered based upon prior freatment history,) 28-clay suoo!
VIEKRA XR™ 200/8.33/50/33.35mg | [PATENT POPULATION TREATVENT DURATION REFILLS Y SUoRly
GTla w/o Cirrhosis Viekira Pak w/ RBV 12 weeks 2
Gllaw/ Cirhosis Viekira Pak w/ RBV 24 weeks 5
GTlo w/ and w/o Cirrhosis Viekira Pok 12 weeks 2
Take 1 fablet by mouth once daily with food.
- GENOTYPE PATIENTS PREVIOUSLY TREATED WITH AN HCV REGIMEN CONTAINING: DURATION
Dlvosev B400/100/100mg T.2.3,4.5, 016 |AnNS5A nhiofor Twesis || 2300y supply
laord Sofosbuvir without an NSSA inhibifor 12 weeks
Take 1 tablet by rmouth daily with or without food if faken without RBV.
PATIENT POPULATION TREATMENT DURATION
GTla: Treatment-naive or PeglFN/RBV- experienced without baseline NSSA | ZEPATIER 12 weeks
polymorphisms
. GTla: Treatment-naive or PeglFN/RBV- experienced with baseline NSOA ZEPATIER + RBV 16 weeks
I zeraTier™ OIs0mg/o0mg oohmomhisms OFN/RBV &0 - 28-dlay supply
GIlb: Treatmenit-naive or PeglFN/RBV- experienced JEPATIER 12 weeks
GTlloor To: PeglFN/RBV/P-experienced ZEPATIER + RBV 12 weeks
G4 Treatment-naive ZEPATIER 12 weeks
GI4: PeglFN/RBV-experienced ZEPATIER + RBV 16 weeks
O

Deliver To: dpatient Home  CIMD Office

Prescriber Signature: (Please sign and date below.,)
Your signatfure authorizes Cedra Pharmacy fo act on your behalf to obtain prior authorization for the prescribed medications. We will also pursue available copay and financial assistance on behalf of your patients

Substitution Permissible Datfe Dispense as written "DAW* Datfe
IMPORTANTNOTICE: This fax is infended fo be delivered only fo the named addressee and confains confidential information that may be profected health information under federal and statfe laws. If you are nof the infended recipient,
do not disseminate, distribute, or copy this fox. Please notify the sender immediately if you have received this document in error and then destroy this document immediately. 382_HepCRef100-14NY-B

EIEEREIIITEII SUBMIT FORM CLEAR FORM



	Patient Name 9: 
	DOB 8: 
	Preferred Phone 14: 
	SS# 9: 
	Check Box 199: Off
	Check Box 198: Off
	Language Other 11: 
	Address 9: 
	Check Box 197: Off
	Check Box 196: Off
	Height 10: 
	Weight 10: 
	Check Box 195: Off
	Check Box 194: Off
	City 11: 
	State 11: 
	Zip 11: 
	Known Allergies 11: 
	Prescriber Name 7: 
	DEA# 7: 
	NPI# 7: 
	Tax ID# 7: 
	Prescriber Address 7: 
	Prescriber Phone 7: 
	Prescriber Email 7: 
	Prescriber City 7: 
	Prescriber State 7: 
	Prescriber Zip 7: 
	Key Contact 7: 
	Prescriber Phone8: 
	Prescriber Fax 7: 
	Check Box 187: Off
	Check Box 186: Off
	Check Box 185: Off
	Check Box 184: Off
	Prescriber Email 8: 
	ICD-10 Code 3: 
	Check Box 108: Off
	Check Box 107: Off
	Diagnosis Other 3: 
	Genotype 3: 
	Viral Load 3: 
	NSQ80K 3: 
	Check Box 183: Off
	Check Box 106: Off
	Check Box 105: Off
	Check Box 104: Off
	Prior Treatment Regimen, Date, Reason for DC 3: 
	Check Box 103: Off
	Check Box 102: Off
	Check Box 101: Off
	Check Box 182: Off
	Fibrosis Score 3: 
	Reason for IFN Ineligibility 3: 
	Check Box 181: Off
	Check Box 180: Off
	Check Box 179: Off
	Check Box 178: Off
	Check Box 177: Off
	Check Box 176: Off
	Comorbidities Other 3: 
	Check Box 171: Off
	Check Box 170: Off
	Refills 22: 
	Check Box 169: Off
	Check Box 168: Off
	Refills 15: 
	Check Box 203: Off
	Check Box 202: Off
	Refills 24: 
	Check Box 165: Off
	Check Box 164: Off
	SIG 6: 
	Refills 16: 
	Check Box 159: Off
	Check Box 158: Off
	Check Box 157: Off
	Check Box 156: Off
	Check Box 155: Off
	Check Box 154: Off
	Refills 20: 
	Check Box 201: Off
	Check Box 200: Off
	Refills 23: 
	Check Box 153: Off
	Check Box 152: Off
	Refills 14: 
	Check Box 151: Off
	Medication Other 3: 
	Dose Strength 3: 
	SIG 4: 
	QTY 3: 
	Refills 21: 
	Check Box 150: Off
	Check Box 2012: Off
	Sig Date 6: 
	Sig Date 10: 
	 Submit 2: 
	 Clear 2: 


