Faxed prescriptions will only be accepted from a prescribing practitioner. Patients must bring an original prescription to the pharmacy. Prescribers are reminded patients may choose any pharmacy of their choice.

Lifeline Specialty 6304 Woodside Ct, Ste 100
Pharmacy HIV Referral Form Columbia, MD 21046

) . | Phone: 1-833-4-LIFELINE (1-833-454-3354) If you have questions or
L[5 : NPI: 1568975464 Y quest

LI FE]JJ NE Send your Rxto Fax: 1-833-785-4461 concerns, please contact us.

Date Medication Needed: Ship To: [] Patient's Home [_]Prescriber's Office []Pick-up (store location): Injection training
by pharmacy?
aa
P 4% 1: Patient Information

Patient Name: Birthdate: Sex: [IMale [[] Female Height: Weight: ibs. [Jkg.
Soc. Sec. #: Preferred Phone: Known Allergies:
Address: City: State: Zip:
Alternate Caregiver Name: Preferred Phone: )

2: Insurance Information

Please fax FRONT and BACK copy of ALL Insurance cards (Prescription and Medical)

Primary Prescription Insurance Rx Bin

Rx PCN Patient ID/Policy Number Patient Rx Group Number

A eSS aeeeeeeaaaaaaa— ... .
P9 3: Prescriber Information

Provider Name: DEA#: NPI#: Tax ID#:

Address: Phone: Fax:

City, State, Zip: Key Contact: Phone:

=0=

4: Diagnosis/Clinical Information | Please FAXrecentclinical notes, Labs, Tests, with the prescription to expedite the Prior Authorization
Diagnosis: [ B20 HIV/IAIDS [1B18.0 Hepatitis B [(1B18.2 Hepatitis C (Chronic) [(1B18.0 Hepatitis B [CJRe4 Cachexia (HIV Wasting)
[J1cD-10 Code & Description

O’ 5. Prescription Information

NRTIs Combination Antiretrovirals
Drug strength sSig Qry | Refills Drug strength sig ary | Refills
[ edurant [1 atripla 300/200/600
[ emtriva 200mg [1 siktravy 50/200/25
O epivir [ combivir 300/150
[ retrovir O complera 300/200/25
[ videx EC [] Descovy 200/25
[ viread [] Epizicom 600/300
[ zerit 300mg [ cenvoya 150/150/200/10
[] Ziagen [ uluca 50/25
NNRTIs [1 odefsey 200/25/25
[ intelence [J100mg [ stribild 150,/150/200/300
[J200mg
[ sustiva O Trizivir 300/150/300
[ viramune xR [ Triumeqg 600/50/300
Entry Inhibitors Truvada 300/200
[ Fuzeon 90mg vial Protease Inhibitors
[ selzentry [1apitivus 250mg
Integrase Inhibitors Oinvirase
[Jisentress 400mg [Jkaletra 200/50
[ isentress HD 600mg iexiva 700mg
] Tivicay 50mg L Norvir tablet 100mg
[ vitekta Ei:rﬁg [ Frezcobix 800,/150mg
Other Medications [ erezista
[ Tybost 150mg Oviracept
| [JTruvada(prEr)|  200/300 O Truvada 200/300
[Patient Support Programs: Please sign and date below to enroll in the pharmaceutical company assisted patient support program )
Patient Signature: E Date:

|Prescriber Signature: Prescriber, please sign and date below

Dispense as written Date Substitution Permissible Date
lauthorize Lifeline Specialty Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization process.
IMPORTANT NOTICE: This fax is intended to be delivered only to the named addressee and contains confidential information that may be protected o

health information under federal and state laws. If you are not the intended recipient, do not disseminate, distribute, or copy this fax. Please notify the #of Prescriptions: _____
sender immediately if you have received this document in error and then destroy this document immediately. Pursuant to VA/OH/MO/VT law, only 1
medication is nermitted ner order form Please tice a new form for additional items
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