
        
            

          
          

           

 

      

  
   

  

        

 
    
 
 
 
 
 
 

 
 

 

  

  
 

  
  

      
        

   

             
  

  
  

 

 

  

 

NC Synagis® Statement of Medical Necessity and Assignment of Benefts P og am En ollment Fo m 
Referral Source ID ________________ (Accredo Health Group, Inc. u e ONLY) 

P esc ibe ’s Name: ____________________________________________________ P actice Name: _________________________________________________ 
Add ess: ____________________________________________________ City: __________________________________ State: _________ Zip: _____________ 
Phone: _______________________ Fax: _______________________ Offce Contact: ____________________________________________________________ 
License # ________________________________________ DEA # _______________________________________ NPI # ________________________________ 

Patient Name: ____________________________________________________________________________ DOB ________________   Sex:  ❑ Male  ❑ Female 
Patient’  SS # (la t 4 digit ) _____________    Parent’ /Guardian’  Name ________________________________________________________________________ 
Addre  : ____________________________________________________   City: __________________________________   State: _________   Zip: _____________ 
Home Phone: _______________________   Work Phone: _______________________ 
In ured Name: __________________________________________________________ Relation hip to Patient: _________________________________ 
In ured’  SS# (la t 4 digit ) _____________    In ured’  Employer (if known) _____________________________________________________________________ 
In urance Company Name: _____________________________________________________________________     In urance Phone: _______________________ 
Group Number ______________________________    ID Number _______________________________     Carrier Number _______________________________ 
Pre cription Card:  ❑ Ye   ❑ No  If ye , Carrier ________________________________________________________________    Phone _______________________ 
Group Number __________________________    ID Number __________________________ 
Secondary In urance __________________________________________________________________________    ID Number __________________________ 
In urance Phone _______________________ WAS THIS PATIENT A MULTIPLE BIRTH?  ❑ Yes ❑ No 

P ima y diagnosis (ICD-10 code) ____________________________________      Seconda y diagnosis (if applicable) ____________________________________ 
Patient Actual Gestational Age ____________  Plea e check appropriate box/boxe  below: 
❑ P07.21 Le   than 23 completed week  
❑ P07.22   23 completed week  
❑ P07.23   24 completed week  
❑ P07.24   25 completed week  
❑ P07.25   26 completed week  
❑ P07.26   27 completed week  
❑ P07.31   28 completed week  

Additional Risk Facto s: Please check all that apply 
❑ School Age Sibling  Other: ______________________________ 
❑ Attend  Day Care ______________________________ 
❑ Neuromu cular Di ea e 
❑ Severe Immunocompromi e related to: ____________________________________ 

( pecify) ❑ Congenital abnormalitie  of the airway  
Current Weight: ___________ lb/kg  Date: _______________    Birth Weight: ___________ lb/kg 
I  there a hi tory of medical therapie  within the la t 6 month ?  ❑ Ye   ❑ No  If ye , plea e de cribe _______________________________________________ 
___________________________________________________________________________________________________________________________________ 
Other Medical Hi tory _________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________ 
Are there any  pecial precaution  needed?  ❑ Ye   ❑ No  If ye , plea e de cribe __________________________________________________________________ 
Anticipated date of fr t outpatient injection _______________________ 

Rx: Synagis® (palivizumab) 
Sig: ❑ Inject 15 mg/kg IM monthly 
❑ NKDA ❑ Known Drug Allergie  _______________________ 
Dispense Quantity:  ❑ 1 month    ❑ 3 month  Reflls: _______________________ 
Pre criber Full Signature (plea e  ign one line below –no  tamp ): Date: ________________________ 
Pre criber certife  thi  i  hi  or her full and u ual  ignature. 

________________________________________________________________________ ________________________________________________________________________ 
Di pen e a  written Sub titution allowed 

I authorize HUB to act on my behalf for the limited purpo e  of tran mitting thi  pre cription to the appropriate pharmacy de ignated by the patient utilizing their beneft plan. 
The document( ) accompanying thi  tran mi  ion may contain confdential health information that i  legally privileged. Thi  information i  intended only for the u e of the individual or entity named above.
The authorized recipient of thi  information i  prohibited from di clo ing thi  information to any other party unle   required to do  o by law or regulation. If you are not the intended recipient, you are hereby
notifed that any di clo ure, copying, di tribution or action taken in reliance on the content  of the e document  i   trictly prohibited. If you have received thi  information in error, plea e notify the  ender

immediately and arrange for the return or de truction of the e document . 
All right  in the product name , trade name  or logo  of all third-party product  that appear in thi  form, whether or not appearing with the trademark  ymbol, belong exclu ively to their re pective owner . 

Fax Numbe : Phone Numbe : Date Faxed: 

Accredo 877.369.3447 877.482.5927 

© 2015 Accredo Health Group, Inc. | An Expre   Script  Company | All Right  Re erved 
SYN-00003-092915 amc5729 
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