
Patient Information Prescriber + Shipping Information

Patient name: _________ _______________  DOB: _____________  

Sex:  Female  Male   SS N: _________________ _____________  

Language: __ __________ Wt:  ___ __ kg  lbs  Ht:  _____ cm in 

Address: _ ______________________________________________  

Apt/Suite : _____ Ci ty: ________________ St ate: _____  Zip: ______ 

Phone: ___________________  Alternate: ____________________ 

Caregiver name: ____________________ Relation: ____________ 

Local pharmacy : P hone: _____________ 

Insurance plan: _________________ 

_________________ 

 Plan ID: ________________ 

Please fax a copy of front and back of the insurance card(s). 

Prescriber name: _______________________________________ 

NPI: _________________________________________________ 

Address: ______________________________________________ 

Apt/Suite: ______ City: ____________ State: _______ Zip: ______ 

Contact: _____________________________________________ 

Phone: _____________________ Alternate: __________________ 

Fax: ________________________________________________ 

Email: ________________________________________________ 

If shipping to prescriber:  First Fill    Always 

Clinical Information (Please fax all pertinent clinical and lab information)

Diagnosis:    

Mutations:

Prior Therapy   Yes   No    

__________________________

__________________________

__________________________

Reason for Discontinuation of Therapy 

____________________________________ 

______________________________________ 

______________________________________ 

Approximate Start Date 

________

________

________

Approximate End Da te 
_________________ 

_______________ 

____

Comorbidities: __________________________________________________________________________________________________ 

Concomitant Medications: __________________________________________________________________________________________ 

Allergies:   NKDA   Other: _______________________________________________________________________________________ 

Prescription  Directions             Qty to Dispense  Refill

 

_______________________





Prescriber’s Signature:_________________________________________________________________________                Date: _________________

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is 
exempt f rom disclosure underapplicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating or distributing this, please  call

1-855-419-4663.  

I authorize CoxHealth at Home and its representatives to act as an agent to initiate and execute the prior authorization process. 

12-18-2020  Revised Date

PHONE:  

FAX:  1-417-269-0692

1-855-419-4663

 

 













 Xolair

* Please send script for

epi pen with patient to fill 

at retail pharmacy





Every 4 weeks 

150 mg SQ every 4 weeks 

300 mg SQ every 4 weeks 

 

 










Vial

 Autoinjector

 

 
Vial

 PFS

Every 2 weeks 





 225 mg SQ every 2 weeks 
300 mg SQ every 2 weeks 
375 mg SQ every 2 weeks 

28 day supply

     Nucala

 Inject 100 mg SQ every 4 weeks  

 Inject 300 mg SQ every 4 weeks  
28 day supply

     Fasenra 2 

______ 

______ 

______ 

J45.50 (Severe Persistent Asthma) L50.1 (Idiopathic Urticaria)  M30.1 (Polyarteritis with lung involvement) 

Pulmonology

30 mg/ml PFS

30 mg/ml PEN

1

1

______ 

        0

______ 

       0

______ 

     Cinqair 100 mg/ml vial 

Infuse 3 mg/kg IV once every 4 weeks
* Patient weight___________kg

* Doses will be calculated off of  initial weight. Physician will be notified

of significant weight change (+/ - 10 %)

28 day supply

Injection setting Patient Home Physician/ Clinic                              CoxHealth at Home Specialty Pharmacy  

Sterile Water for injection to be dispensed as diluent for Xolair and Nucala vials.  Quantity to Dispense: quantity sufficient for 28 day supply Refills: 

Dupixent

200mg/1.14ml PFS 

2-pack

300mg/2ml PFS 2-pack

300mg/2ml PEN 2-pack

Starter Dose:  Inject 400mg SQ on Day 1, followed by 

maintenance doses 

 Starter Dose:  Inject 30mg SQ every 4 weeks for 3 doses, followed by

                           maintenance doses

Starter Dose:  Inject 600mg SQ on Day 1, followed by

maintenance doses

Maintenance Dose: Inject 200mg SQ every 2 weeks

 Maintenance Dose: Inject 30mg SQ every 8 weeks

Maintenance Dose: Inject 300mg SQ every 2 weeks

2

2

2

2


