Cystic Fibrosis
Prescription Referral Form * RO S emont

ESCRIBE #: 5700174 Specialty Pharmacy urac’
Phone: 1.877.592.7988
Fax: 1.800.787.0874 www.rosemontspecialtyrx.com

1. Patient Information

Patient Name: SSN: DOB:
Address: | City: | State: | Zip:
Home Phone: | Cell Phone: | Email Address:

Sex: [IMale OFemale Height: Weight: O Ibs. O kg. Known Allergies:

2. Insurance Informatio

Please fax front and back copy of all Insurance cards (Prescription and Medical)

3. Diagnosis/Clinical Information:

Please fax recent clinical notes, labs, and tests with the prescription to expedite the Prior Authorization

Diagnosis: [J Mutation (1*) 1 Mutation (2*)

By signing below, physician confirms presence of the following indicated mutations:
G551D, G551S, S549R, G1244E, S1255P, G178R, S549N, S1251N, G1349D, R117H, F508del

4. Prescription Information: For IV medications attach a copy of your prescription

[ Kitabis Pak with Pari LC Plus nebulizer O Enroll Patient in PARI Provide Program **please use this section for additional directions or other medications not listed**

to obtain DeVilbiss Pulmo-Aide LJ OTHER:
Compressor STRENGTH:
[ DeVilbiss Pulmo-Aide Compressor

(Q5 years)
O Tobramycin nebulization ***Pari LC nebulizer: tubing DIRECTIONS (SIG):
O TOBI recommended one tube per inhaled
(I TOBIPODHALER treatment
[ Colistimethate Quantity:
[ Colistimethate Kit uantity:
g Hylper-SaI Replace tubing every 6 months?

Pulmozyme Ov. 0N

O] Bethkis e ° QUANTITY: REFILLS:
[ Kalydeco (lumacaftor) Start of Therapy Date: Special Delivery Instructions:

[0 Kalydeco Oral Granules

Therapy Ordered: Anti-Infective Therapy 1

O Vancomycin Dose:
. Fi :
[ Ceftriaxone requency

i Start Date: . "
O Cefepime Duration: Pancreatic Enzymes

[0 Daptomycin

[ Other:
Labs [ BMP, CBC w/ differential ¢ Monday. Other Routine CF Medications
(Vancomycin or Aminoglycosides): O Trough level after 3rd dose and with

routine Monday

[ Other: Nutrition Support
Flushing: O NS 5 ml SASH and prn

[ Heparin 20 units [ Registered Dietitian Consult
[0 Heparin 100 units SASH and prn [ Oral Supplements
O Tube Feeding

[ Parenteral Nutrition
* A representative from Coram CVS/Specialty Infusion Services will contact you
to coordinate your nutrition referral.

Ship to: 1 Patient [ Office [ Other

5. Physician Information:

Prescriber Name: Prescriber NPI: DEA#:
Address: | City: | State: Zip:
Primary Office Contact: | Fax Number: | Phone Number:

Office Contact Email:

Prescriber Signature: Prescriber, please sign and date below
*| authorize Rosemont Specialty Pharmacy and it’s representatives to act as my authorized agent to secure coverage and initaite prior authorization process for my patient(s), and to sign any necessary forms on my behalf as authorized
agents, including the recipt of any required prior authorization forms and the receipt and submission of patient lab values and other patient data. In the event that this pharmacy determines that it is unable to fullfill this prescription, |
further authorize to forward this information and any related to coverage of the product to another pharmacy of patient’s choice or in the patient’s insurer’s provider network.

[ Dispense as written [ Substitution Permissible
Prescriber’s Signature Date

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential
information which is exempt from disclosure under applicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that _you are strictly prohibited
from disseminating or distributing this information (other than to the intended recipient) or copying this information. If you received this communication in error, please notify the sender immediately at the address and
telephone number set forth herein and obtain instructions as to proper destruction of the transmitted material. Thank you

This prescription is valid only if transmitted by facsimile machine by a licensed prescriber.




