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____________________ __________________________________________________________ ____________________ __________________________________________________________ 

Prescription   Enrollment Form

AHP—Acute Hepatic Porphyria 
Four simple steps to submit your referral. 

PATIENT INFORMATION ❑ New patie t    ❑ Curre t 
Patie t’s frst  ame ______________________________________________________________ 
Last  ame __________________________________________________ Middle i itial _____ 
Date of birth _______________ ❑  Male   ❑  Female  Last 4 digits of SSN _______________ 
Street address _________________________________________________ Apt # __________ 
City __________________________________________ State ________ Zip ______________ 
Pare t/guardia  (if applicable) ___________________________________________________ 
Cell pho e _______________________________ Other pho e __________________________ 
E-mail address ___________________________________________________________________ 
Patie t’s primary la guage:  ❑ E glish  ❑ Other  If other, please specify ________________ 

1 

Please attach copies of front and back of patient s insurance cards or complete information below. 

I sura ce compa y ____________________________________________________________ 
Pho e _______________________________________________________________________ 
I sured’s  ame ________________________________________________________________ 
I sured’s employer ____________________________________________________________ 
Relatio ship to patie t _________________________________________________________ 
Ide tifcatio  # _________________________ Policy/group # ________________________ 
Prescriptio  card: ❑ Yes   ❑ No If yes, carrier _______________________________________ 
Policy # ____________________________________ Group # __________________________ 
Is patie t eligible for Medicare?  ❑ Yes   ❑ No 
Does patie t have a seco dary i sura ce? ❑ Yes ❑ No 

All felds must be completed to2 PRESCRIBER INFORMATION expedite prescription fulfllment. 
Date _________________   Time ___________   Date medicatio   eeded _________________ 
Prescriber’s frst  ame ________________________ Last  ame _________________________ 
Prescriber’s title ________________________________________________________________ 
If NP or PA, u der directio  of Dr. __________________________________________________ 
Offce co tact a d title __________________________________________________________ 
Offce co tact e-mail ____________________________________________________________ 
Offce/cli ic/i stitutio   ame ____________________________________________________ 
Cli ic/hospital affliatio  _________________________________________________________ 
Street address _________________________________________________ Suite # __________ 
City ___________________________________________ State ________ Zip ______________ 
Pho e __________________________________________ Fax __________________________ 
NPI # ___________________________________________ Lice se # _____________________ 
Deliver product to:  ❑ Offce (as allowable by law)  ❑ Patie t’s home  ❑ Cli ic 
Cli ic locatio  __________________________________________________________________ 

Primary ICD-10 code: ❑ E80.21 Acute intermittent (hepatic) porphyria 
❑ E80.20 Unspecifed porphyria     ❑ E80.29 Other porphyria 

Other drug used to treat the disease ________________________________________________ 
Weight _________ kg/lbs Height _________ cm/i  Date recorded ____________________ 
❑ NKDA ❑ K ow  drug allergies __________________________________________________ 
Co curre t meds ________________________________________________________________ 

3 CLINICAL INFORMATION 

4 PRESCRIBING INFORMATION 
Medication Strength/Formulation Directions Quantity/Reflls 

❑ Givlaari™ 
(givosira ) 

189 mg/mL vial I ject ______________ mg subcuta eously mo thly. 
Note: Recomme ded dose is 2.5 mg/kg mo thly. 

Patie t wt (kg) ___________           Date obtai ed ___________________________ 

Dispe se 1-mo th supply a d refll x 1 
year u less  oted otherwise. 

❑ Other ________________________ 

Adverse Reaction Medications 

Epi ephri e 0.3 mg auto-i jector 2-pk for patie ts weighi g greater tha  or equal to 30 kg. Admi ister i tramuscularly as  eeded for severe 
a aphylactic reactio  times 1 dose. May repeat 1 time. 
Epi ephri e 0.15 mg auto-i jector 2-pk for patie ts weighi g less tha  30 kg. Admi ister i tramuscularly as  eeded for severe a aphylactic 
reactio  times 1 dose. May repeat 1 time. 

Dispe se 2-syri ge pack a d refll up 
to 1 year u less  oted otherwise. 

❑ Other ________________________ 

Ancillary Supplies 

Dispe se  eedles, syri ges, a d a cillary supplies  ecessary to admi ister medicatio . Refll x 1 year u less  oted otherwise. 

❑ Other ________________________ 

Nursing Orders 

Skilled RN visits to admi ister medicatio  as prescribed. Observe patie t for 30 mi utes post i fusio  for a y symptoms of reactio . 

If shipped to physicia ’s offce, physicia  accepts o  behalf of patie t for admi istratio  i  offce. 

By signing below, I certify that the above therapy is medically necessary  

PH SICIAN SIGNATURE REQUIRED Prescriber’s sig ature (sig  below)    (Physicia  attests this is his/her legal sig ature. NO STAMPS) 

Date                                                  Substitutio  allowed                                                     Date                                                    Dispe se as writte 
The prescriber is to comply with his/her state-specifc prescription requirements such as e-prescribing, state-specifc prescription form, fax language, etc  Non-compliance with state-specifc requirements could result in outreach to the prescriber 
I authorize Accredo to initiate any de minimus authorization processes from applicable health plans, if needed, including the submission of any necessary forms to such health plans, to the extent not prohibited  

Please fax completed form to the team at 888.454.8488. 
To reach your team, call toll-free 888.454.8860. 

 ou can now monitor shipments and chat online if you have questions.
Go to MyAccredoPatients.com to log in or get started. 

The document(s) accompanying this transmission may contain confdential health information that is legally privileged  This information is intended only for the use of the individual or entity named above  The authorized recipient of this information is prohibited from disclosing 
this information to any other party unless required to do so by law or regulation  If you are not the intended recipient, you are hereby notifed that any disclosure, copying, distribution or action taken in reliance on the contents of these documents is strictly prohibited  If you have 
received this information in error, please notify the sender immediately and arrange for the return or destruction of these documents  

All rights in the product names, trade names or logos of all third-party products that appear in this form, whether or not appearing with the trademark symbol, belong exclusively to their respective owners  

© 2020 Accredo Health Group, Inc  | An Express Scripts Company  All rights reserved  AHG-00533-030920 CED 1987 CRP2002_001987.1 

https://prescribers.accredo.com/frontend/apw/login
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