KERR:.:HEALTH
Specialty Pharmacy
Transplant Referral Form

GENERAL INFORMATION

PATIENT NAME (FIRST, LAST):
ADDRESS:

SS#:

ALLERGIES:

CURRENT MEDS:

PHYSICIAN NAME:

ADDRESS:

PHONE#:

NURSE/KEY OFFICE CONTACT:

INSURANCE INFORMATION

PRIMARY INSURANCE:
CARDHOLDER NAME:
SECONDARY INSURANCE:

STATEMENT OF MEDICAL NECESSITY

TYPE(S) OF TRANSPLANT: U Kidney OLiver [ Pancreas

PRESCRIPTION INFORMATION

CALCINEURIN/mTOR INHIBITORS

1 Prograf® 5 mg capsules

QTY:
Sig: Refills:
®
A Prograf® 1 mg capsules aTy:
Sig: Refills:
aN 1° 1 |
eoral® 100 mg capsules aTy:
Sig: Refills: ____
®
A Neoral® 25 mg capsules aTy:
Sig: Refills:
] i ® 1 |
Sandimmune® 100 mg capsules aTy:
Sig: Refills: ____
i ®
d Sandimmune® 25 mg capsules aTy:
Sig: Refills:
1J Rapamune® 11 mg tablets 2 mg tabletsQTY_
Sig: Refills:

A Brand Medically Necessary [ Generic Permissible

ANTI-PROLIFERATIVES

Q Cellcept® 11500 mg tablets 1250 mg capsules

QTY:
Sig: Refills:
d Myfortic® 1360 mgtablets 1180 mg tablets

QTY:
Sig: Refills:
1 Azathioprine® mg

QTY:
Sig: Refills:

[ Brand Medically Necessary [ Generic Permissible

Physician Signature:

CITY:
HOME#:

JMALE QFEMALE

CITY:
FAXH#:

ID#:
ID#:

Phone (866) 443-1904 ¢ Fax (877) 465-6091 ¢ www.kerrhealth.com

TODAY'S DATE:

1 NEW START

1 CONTINUATION OF THERAPY

SHIP TO: O PATIENT QPHYSICIAN [ KERR DRUG STORE:

DATE SHIPMENT NEEDED:

DOB:
STATE:
CELL#:
WEIGHT:

PRACTICE/HOSPITAL:
STATE:

STATE LIC#:

NPI#:

EMPLOYER:
GROUP#:
GROUP#:

ZIP:
WORK#:
HEIGHT:

ZIP:
DEA#:

PHONE#:
PHONE#:

dHeart Qlung(s) W SmallBowel Olslet Cell [ Other
STEROIDS
1 Prednisone mg

QTY:
Sig: Refills:
1 Prednisolone mg
[ tablets [ solution (3 mg/mL)

QTYy:
Sig: Refills:
4 Other mg

Qry:
Sig: Refills:

ID PROPHYLAXIS

[ Bactrim® 1SS (400/80mg) QDS (800/160 mg)

QTY:
Sig: Refills:
Qd Dapsone 125mg 100 mg

QTY:
Sig: Refills:
1 Atovaquone Suspension 750 mg/5 mL

QTY:
Sig: Refills:
1 Acyclovir

QTY:
Sig: Refills:
1 Valcyte®

QTyY:
Sig: Refills:
1 Other

QTY:
Sig: Refills:

* If you would like brand name, please write "Brand Medically Necessary".

Please note that Kerr Health Specialty Pharmacy will dispense our
Jformulary product unless otherwise specified.

Date:

SUPPORTIVE MEDICATIONS

[ Aspirin mg
QTY:__ Reéfills:

Sig:

1 Dipyridamole mg
QTY:__  Reéfills:

Sig:

1 Docusate Sodium 100 mg capsules
QTY:__ Reéfills:

Sig:

1 Famotidine 20 mg tablets

QTY: ___ Reéfills:

Sig:

1 Ferrous Sulfate 325 mg tablets

QTY: ___ Reéfills:

Sig:

1 Omeprazole 20 mg capsules

QTY: ___ Reéfills:

Sig:

J Ranitidine 150 mg tablets

QTY: ___ Reéfills:

Sig:

1 Ursodiol 300 mg capsules
QTY:__ Reéfills:

Sig:

d Other mg
QTY:__ Reéfills:

d Other mg
QTY:___ Reéfills:

[ Other mg
Qry:___ Reéfills:

Important Notice: This transmission may contain confidential health information that is legally protected. As you are obligated to maintain it in a safe and confidential manner, unauthorized re-disclosure or a
failure to maintain the confidentiality of the information contained herein could subject you to penalties under state and federal law. If the reader of this message is not the intended recipient, or the employee or

agent responsible to deliver it to the intended recipient, the reader is hereby notified that any dissemination or copying of this communication is strictly prohibited.
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