.r. STAR CARE PHARMACY HEPATITIS C
“The First Wealth is Health” REFERRAL FORM

175-20 Hillside Avenue ¢ Jamaica, NY 11432

\ () Tel: 718-262-8789 * Fax: 718-262-9083 Date: Attn:
) Toll Free: 888-216-STAR (7827) _ o
¢ Ship to O Patient O Physician O Office Nurse/Training
Patient Name Prescriber's Name
Address Suite# License# DEA#
Practice Name

Home Tel Work Tel .

i Ermai Office Contact
Ce mai Address Suite#
Date of Birth SS# City State Zip
U Male [0 Female Weight Height Tel Fax
Insurance Information (Complete or attach copies of cards)
Primary Insurance: Insured’s Name:
ID#: City: State: Phone: ( ) -
Group #: Employer:

Diagnostic & Clinical Information

ICD-10 Diagnosis Code: []B18.2 Hepatitis C (chronic) [1B18.1 Hepatitis B (chronic) [ Other

CD4 / T-Cell Count Hgb / Het METAVIR Score

WBC Weight HCV Genotype ALT HCV RNA U/ml
Previously treated for this condition? [l Yes L1 No Medication(s) failed
Patient currently on therapy? [1Yes [I1No Type/medication(s)
Current medications patient (including OTC) with dosage and direction (or fax medication)

Prescription
[ EPCLUSA sofosbuvir 400 mg/Velpatasvir 100 mg tablet [LJTECHNIVIE paritaprevir/ritonavir (75/50 mg) and ombitasvir (12.5 mg)
SIG: [ Take 1 tablet by mouth daily for 12 weeks Qty: Refills: SIG: two tablets QAM-with meal and with [ RIBAVIRIN
[ Take 1 tablet by mouth daily for 12 weeks WITH Ribavirin Qty: Refills: Qty: Refill: GT4 ONLY
(] ZEPATIER Grazoprevir 100mg/ Elbasvir 50mg tablet "
SIG: Take one tablet by mouth daily Qty: 28 Refills: ;_(JS lzr”tRyob'I\“ . Ledlpa;\gr ?Omg / Sofosbuvir 400'89 i el
: Take 1 tablet by mouth dai ty: efills:
DAKLINZA [130mg / [1400 mg SOVALDI Qty: 28 Refills; Y Y 4
160 mg 7 (1400 mg SOVALDI Qty: 28 Refills;
SIG: take 1 tablet each daily  Total daily dose: GT3 ONLY (] RIBAPAK | (] MODARIBA | (] RIBASPHERE | LI RIBAVIRIN®
CIVIEKIRA Ombitasvir/Part R 125 = /0 b (o & ] 600mg PO Daily; 200mg QAM, 400mg QPM
e doqar12sma75gSomg abs (& | [ goomg PODai: 400mg QAM, 400mg QPM
SIG: Take 2 pink tablets PO once daily (AM) with food and one beige tablet PO O 1000mg PO Daily; 400mg QAM, 600mg QPM
twice daily (AM and PM) with food. QTY 28daysupply  Refills; S 1200mg PO Daily; 600mg QAM, 600mg QPM
200mg SIG
PEGASYS _ ) _
O ProClick 135mcg Autoinjector (NDC 004-0365-30) Inject SQ wkly Qy:___  Refils__
[ ProClick 180mcg Autoinjector (NDC 004-0365-30) Inject SQ wkly
L[] PFS 180mcg/0.5ml (NDC 004-0357-30) Inject SQ wkly [C1SOVALDI 400mg tablet Qty: Refills:
Ol other, - SIG: Take 1 tablet by mouth daily for:
Qry: [limonth L[] 3month Refil._ [} 12 weeks w/ Ribavirin and peginterferon (Genotype 1 or 4)
PEG INTRON [CJREDIPEN MviaL [J 12 weeks with Ribavirin (Genotype 2)
Weight (lbs)  Strength (Dose) Amount to Inject Volume to inject [J 24 weeks with Ribavirin (Genotype 3)
[ <88 50 mcg per 0.5 mL gg mcg 82 mt
_ 80 mcg per 0.5 mL mc 4m
E ﬁz _1%3 9p 80 mcg 0.5 mL [JOLYSIO 150mg capsule Qty: Refills;
[1134-144 120 mcg per 0.5 mL 96 mcg 04 mL SIG: Take 1 capsule by mouth daily for 12 weeks with Peginterferon and Ribavirin
1145 - 166 96 mcg 84 mL
_ 120 mc .5 mL
E -1 9 INFERGEN __mcg LIREDIPEN LIVIAL
1188~ 231 150 mcg per 0.5 mL 150 mcg 0.5 mL Includes 25G 1/2" syringes and alcohol pads with all dispenses
O>231 e bl o Qty: Refills:
QTY: 1 month )3 months Refill
***Dose of 1.5 mcg/kg/week should be calculated based on patient weight.
Two vials of Pegintron may be necessary to provide the dose.
Prescriber’s Signature (signature required. NO STAMPS) Date

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named adressee ard may contain material that is confidential, privileged, proprietary or exempt from disclosure under applicable
law. If it is received by anyone other than the named adressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions as to disposat of the
transmitted material. In no event should such material be read or retained by anyone other than the named addressee, except by express autharity of the sener to the named addressee.



