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   10050 Crosstown Circle, Suite 300

   Eden Prairie, MN 55344

BioScrip


Fax: 


Phone: 


Mail Service Fax: 1-877-428-9520


Phone: 1-866-694-6670








Medication Usage Evaluation regarding Alternative Injection Devices and Fuzeon® 


Fax Request Form


Please fax to the BioScrip location noted to the right, or have your patient take it to a BioScrip Pharmacy.











BioScrip, Inc. prescription mail service and its family of BioScrip pharmacies are licensed providers of pharmaceutical therapies to patients with complex conditions and specialty diseases across the United States. As licensed pharmacists, we have the processes, expertise and legal responsibility to provide our patients with consultative pharmacy services to ensure the most effective management of their treatment. To fully comply with this obligation, you may be asked to provide additional patient health and prescribing information when you place your patient’s prescription order. In complying with the Health Insurance Portability and Accountability Act (HIPAA) and our own corporate policies concerning patient privacy, BioScrip pharmacies have implemented strict measures to guard the security and privacy of patients’ protected health information. In providing the requested patient health data, you can be assured that your patients will receive effective consultative prescription care and that your patients’ protected health information will be kept in strictest confidence.





RX


Information





PLAN


Information





PRESCRIBER


Information





Prescriber Name: __________________________		State License: ______________________


Prescriber Address: ________________________		State Medicaid Number: _____________________


City: ____________________________________ 		Primary Diagnosis / ICD 9 Code: HIV / 042  or _____________


State: _______	Zip: __________				Authorization # (if needed): __________________________


Prescriber Phone: __________________________		Expiration Date: _________________


Prescriber Fax: ____________________________	DEA#: _________________	UPIN: ________________


PRESCRIBER SIGNATURE: ___________________________________		Date: ____/____/_____





	





□ Provide smaller gauge needle/syringes as alternative device


	OR


□ Biojector® 2000 Program Eligibility Criteria (Please check one)


□ Patient is unwilling to use Fuzeon® delivered by standard needle/syringe combination (“needle phobic”) 


□ Patient has “needle fatigue” and/or needle-related reactions who has discontinued or is at risk of discontinuing   therapy


□ Patient has physical difficulty manipulating the standard needle/syringe combination


□ Patient has moderate-to-severe injection site reactions





* If the Biojector® 2000 is selected, a StatScript pharmacist will call the patient to arrange a date and time for training.  StatScript Pharmacy will supply the device and consumables





Biojector® 2000 Supplies


□ Device (Please note:  Patient must meet one of the criteria outlined above)    Quantity: 1


□ Bioject refill syringes		Quantity:  60 	Refills:  11   or   ________


□ CO2 Cartridge (box of 10)	Quantity:  1  	Refills:  11   or   ________
































Alternative Device Information





All Information provided herein is intended for use exclusively by BioScrip, Inc. and the intended recipient as addressed above. All messages and attached information should be considered confidential, privileged and exempt from disclosure under applicable law. If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please notify BioScrip, Inc. immediately by telephone and return the original message to BioScrip, Inc. at the fax number above.  Thank you.








_____ Fuzeon® 90mg  30-day kit	Quantity: 1  or _____		Refills_11  or Other _____


_____ Sig: Inject 90 mg subcutaneously every 12 hours as directed 	OR


_____ Sig: _______________________________________(for children 6-16 years of age)





Shipping Instructions: Send to   Prescriber’s Office ______ Patient’s Home ______	Dispense with Biojector _______


Other address (please specify) ____________________________________������������������___	Date needed ___/____/____











Patient


Information





Last Name: _______________________		First Name: ________________________	MI: _______


Home Address: _______________________________________	SSN  ___________________


City: ________________	State: _____	Zip: ____________	DOB:  ___/___/___ 	Sex:  M   F


Home Phone: _____________________	Work Phone: _____________________          Allergies: _______________


CD4 Count: _________HIV Viral Load: ____________ □ Patient currently on Fuzeon    □ Patient not currently on Fuzeon








Primary Insurance for Prescriptions: Plan Name:  ________________________


Plan Phone #: ____________________________			Effective Date: ________/____/_________


Member ID #: ____________________________			Group #: ___________________________


Prescription Card:  Yes	  No	Prescription Card ID #: ________________	Prescription Card Name: ______________


Card Holder Name: ________________________	Card Holder SSN: ____________________	DOB:  ___/___/___


Secondary coverage for copays?    □ Yes	□  No	If so, Payor Name:__________________________________





All Information provided herein is intended for use exclusively by Chronimed Inc. and the intended recipient as addressed above. All messages and attached information should be considered confidential, privileged and exempt from disclosure under applicable law. If the reader of this message is not the intended recipient, you are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited. If you have received this communication in error, please notify Chronimed Inc. immediately by telephone and return the original message to Chronimed Inc. at the fax number above.  Thank you.








