o LY
Endocrinology AT N ER T

Referral Form Phone +1.832.939.8137

Fax: +1.832.939.8128

Patient Demographic Information (Or Attach Face Sheet from Patient Chart)
Patient Name DOB Gender | Male[] Female [0 | Weight | Ibs [ kg O
SSN Phone Allergies
Address City State Zip Code
Patient Insurance Information (Check any that apply)
Primary Insurance Name of the Insured Relationship
Member ID# Group # Insurance Phone #
Secondary Rx Carrier Rx ID # Rx Group #
ICD-10 Code[1 Secondary ICD-10 Coded Data of diagnosis
Is Patient new to therapy? | DYes [ No | Diagnosis
Drug Therapy Information
Medication Dosage Frequency Route Quantity Refills
Genotropin
Sig.
Humatrope
Sig.
Norditropin
Sig.
Omnitrope
Sig.
Saizen
Sig.
TEV-Tropin
Sig.
Thyrogen
(thyrotropin alfa for
injection) .
Sig.
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o LY
Endocrinology A RV ERIT

Referral Form Phone +1.832.939.8137
Fax: +1.832.939.8128

Drug Therapy Information

Medication Directions Quantity Refills

Forteo O #1 pen
O Sig: Inject 20mg SQ Daily
O 1 pen with 30 needles

Saxenda 0.6 mg
(Multi-dose Pen) 1.2mg
[O 1.8mg
0 2.4mg

O 3mg

SIG: Administer -

: . . . [J1 month
Repatha O 140mg/ml single-use prefilled SureClick autoinjector 003 month
SIG: Inject 140mg subcutaneously every 2 weeks O other:
Medication Dosage Frequency Route Quantity Refills
Cortrosyn
(cosyntropin for
injection) Sig.
Other
Sig.

List Ancillary Supplies if needed

[ Enroll in nurse training/ Manufacturer Program

Prescriber Insurance Information

Prescriber Name NPI# Office # Fax #

_ Address City State Zip Code

El | Authorize Deliverlt specialty pharmacy toinitiate Prior Authorizations on my behalf. | Date

[ bAw (Dispense as written). Prescriber’s Signature

Prescriber certifies that this referral form contains an original signature and is signed by the treating prescriber.
No stamped signatures will be accepted. Where required by law, send electronic prescription or on official state
prescription blank. In the event requested agent is not available through Deliverit Group, this prescription shall
be forwarded to an eligible pharmacy.
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