‘ole 1~ THERAPY PHONE FAX
L%, rSI n I Esbriet and Pirfenidone 800.355.9366  877.358.9246

OFEV 800.373.1452 888.975.1456

PATIENT ENROLLMENT: ESBRIET, OFEV, AND PIRFENIDONE

PATIENT INFORMATION (Piease complete the following information) (] Please attach demographic information
Patient Name (First, MI, Last): DOB: Gender:OMaIeOFemaIe

Address: City: State: Zip:
Patient Phone Number: Email:
Parent/Caregiver Name (First, MI, Last): Parent/Caregiver Phone Number:

INSURANCE INFORMATION [ Please attach front and back of patient's insurance card, prescription card, and/or Medicaid card.
Primary Insurance Name: Secondary Insurance Name:

Primary Insurance ID: Phone: Subscriber Name:
Insurance Phone Number: Subscriber ID #:
Policyholder Name: Group #:
DIAGNOSIS INFORMATION [ Please fax clinical documentation to pharmacy along with referral form.
(J84.112) Idiopathic pulmonary fibrosis [ _](M34.81) Systemic Sclerosis with Lung Involvement  [](J84.10) Pulmonary Fibrosis, Unspecified
[1(84.170) Interstitial lung disease with a progressive fibrotic phenotype in diseases dassified elsewhere [_]Other(ICD-10)
PRESCRIBER INFORMATION Practice Name:
Prescriber Name: Specialty: NPI:
Address: City: State: Zip:
Prescriber Tax ID #: Prescriber NPI #: Group NP1 #:
Office Contact: Office Contact Phone: Fax:

-l PRESCRIPTION INFORMATION

MEDICATION STRENGTH DOSE & DIRECTIONS QUANTITY & REFILLS
|:| Esbriet O 267mg capsule [Jinitial Titration Order Directions: ] Qty: 207 (30 day supply)
(pirfenidone) O 267mgtablet Days 1 through 7: Take one capsule/tablet by mouth three times daily with food Refills: 0
gtable Days 8 through 14: Take two capsules/tablets by mouth three times daily with food [] Qty: 270(30 day supply)
Day 15 and onward: Take three capsules/tablets by mouth three times daily with food Refills:
|:| Maintenance Order: Take three capsules/tablets by mouth three times daily with food |:| Other Qty: (30 day supply)
[Jother: Refills:
Esbriet 801mg tablet (for . . . - Qty: 90(30 day supply)
(pirfenidone) | - maintentance dose) Maintenance Dose: Take one tablet (801mg) by mouth three times daily with food O Refills
[Jorev O 150mg capsule Orake one capsule by mouth every 12 hours as directed with food O (R)zﬂléso (30 day supply)
O 100mg capsule Oother OOtherOty: (30 day supply)
Refills:
Pirfenidone 267ma cansule [CJinitial Titration Order Directions: Qty: 207 (30 day supply)
D O geep Days 1 through 7: Take one capsule/tablet by mouth three times daily with food I:I Rgills: 0 Ry
0267mg tablet Days 8 through 14 Take two capsules/tablets by mouth three times daily with food |:|Oty: 270(30 day supply)
Day 15 and onward: Take three capsules/tablets by mouth three times daily with food Refills:
[IMaintenance Order: Take three capsules/tablets by mouth three times daily with food |:|Other0ty: (30daysupply)
[Jother: Refills:
[Pirfenidone 801 mg tablet for Maintenance Dose: Take one tablet (801mg) by mouth three times daily with food OQtyf 90(30 day supply)

\_ maintentance dose) Refills:
PRESCRIBER SIGNATURE )
Physician’s Signature Date of Signature
O h a8 h T Ao Ty 0y e ot v o e BT o Rt o OO o oo e Attt vt ehou Such el bt

retained by anyone other than the named addressee, except by the express authority of the sender to the named addressee. )
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