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\
PATIENT INFORMATION [] Please attach demographic information
(Please complete the following information)
Patient Name (First, MI, Last): DOB: Gender:O MaIeOFemaIe
Address: City: State: Zip:
Patient Phone Number: Email:
Parent/Caregiver Name (First, MI, Last): Parent/Caregiver Phone Number:
J
a INSURANCE INFORMATION [ Please attach front and back of patient’s insurance card, prescription card, and/or Medicaid ca)
Primary Insurance Name: Secondary Insurance Name:
Primary Insurance ID: Phone: Subscriber Name:
Insurance Phone Number: Subscriber 1D #:
Policyholder Name: Group #:
J
DIAGNOSIS INFORMATION [ Please fax clinical documentation to pharmacy along with referral form.
[ Idiopathic pulmonary fibrosis (J84.112)(ICD-10-CM) ] Other(ICD-10 Code):
PRESCRIBER INFORMATION Practice Name: )
Prescriber Name: Specialty: NPI:
Address: City: State: Zip:
Prescriber Tax ID #: Prescriber NPI #: Group NPI #:
Office Contact: Office Contact Phone: Fax:
N J
a PRESCRIPTION INFORMATION h
Initial Tablet Titration Maintenance Tablet Dose
L1 Pirfenidone 267 mg 30-day supply (207 tablets) Oprirfenidone 267 mg 30-day supply
- - (270 tablets) Refills
Treatment Days | Dosing Instructions from Pl Directions: 3 tablets by mouth 3x/day with meals
Days 1-7 1 tablet by mouth 3x(day with meals OPirfenidone 801 mg 30-day supply
Days 8-14 2 tablets by mouth 3 times/day with meals (90 tablets) Refills
Days 15+ 3 tablets by mouth 3 times/day with meals Directions: 1 tablet by mouth 3x/day with meals
Other Special Instructions:
N J
\
PRESCRIBER SIGNATURE
Physician’s Signature Date of Signature
aerian Ihhi?a'%EJZEJ?@?L?Q{?Q??S%@L?2him&ei”rﬂ?eﬁféﬁen'?ﬁf'ffh‘é"s'!ntﬂé'??ﬂﬁ?ﬁgdar‘if!?ﬁﬁﬁﬂghrﬂﬁi‘m23%?33%5n“é"n@dfb"tg?n"ﬁ%ﬁi‘iﬁ?ﬂﬁfﬁ&é’mﬁf Kamamited e n vt g such el e o
retained by anyone other than the named addressee, except by the express authority of the sender to the named addressee. J
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