Prescription & Enrollment Form /a ae et be compretea to)
AI pha_1 accred)® e PRESCRIBER INFORMATION exﬁ!;tldprescr:pt;ion fuIF;:II:n::t.

Date Time Date medication needed
Four simple steps 677 Ala Moana Blvd., Suite 404, Prescriber’s first name
Honolulu, HI 96813-5412 Prescriber’s last name

to submit your referral.

Prescriber’s title

/o PATIENT INFORMATION O New patient O Current ) If NP or PA, under direction of Dr.

Office contact and title
Patient’s first name Office contact e-mail
Last name Middle initial _ Clinic/hospital affiliation
Dateofbirth_ Q0 Male O Female Last4digitsofSSN__ Street address Suite #
Street address Apt # City State Zip
City State Zip Phone Fax
Parent/guardian (if applicable) NPI # License #
Home phone Work phone Deliver product to: QOffice QPatient’shome Q Clinic
Cell phone Evening phone Qﬁlinic location

E-mail address f

Patient’s primary language: Q English Q Other e CLl N|CAL |N FORMAT'ON

If other, please specify Primary ICD-10 code: U E88.01 Alpha-1antitrypsin deficiency
Please attach copies of front and back of patient s insurance cards or complete information below. Current weight Qlb Qkg Date recorded

Has the patient ever received augmentation therapy? QYes 1 No
If yes, which one: 0 Aralast® Q0 Prolastin® 1 Zemaira U Glassia®
Smoking history: QYes U No If yes, date stopped
QO NKDA QKnown drug allergies
Concurrent meds

U\

Insurance company Phone

Insured’s name

Insured’s employer
Relationship to patient

Identlf."lca?tlon # - Policy/group # Vascular access: O Peripheral Q Central QPort

prescription card:Ives o Ifyes, carrer

Pollcy.# — 4 Group # « History and physical (signed) « PFTs + Non-smoker or smoking

Is patient eligible for Medicare? QYes QNo - Serum AAT with genotype + Lung imaging cessation program attestation
\Does patient have a secondary insurance? Q Yes 1 No / \ (MD and patient signature)

@ PRESCRIBING INFORMATION )

Medication Directions
O Aralast-NP Q Infuse 60mg per kg (+/-10%) intravenously weekly (where clinically Infusion method: O Gravity QPump
U Glassia appropriate, round to the nearest vial size)

U Zemaira 0 Other regimen Rate protocol:
8 For Aralast-NP or Glassia: As tolerated by patient, not to exceed 0.2mL per kg per minute
For Zemaira: As tolerated by patient, not to exceed 0.08mL per kg per minute

Premedication to be given 30 minutes prior to infusion: Q

Medications to be used as needed: (please strike through if not required)
1 Lidocaine 4% applied topically to insertion site prior to needle insertion as needed for intravenous site pain
0 Other

Adverse reaction medications: (keep on hand at all times)
Epinephrine 0.3mg auto-injector 2-pk for patients weighing greater than or equal to 30kg. Administer intramuscularly as needed for severe anaphylactic reaction times one dose;

may repeat one time.
Epinephrine 0.15mg auto-injector 2-pk for patients weighing less than 30kg. Administer intramuscularly as needed for severe anaphylactic reaction times one dose; may repeat one time.

Diphenhydramine 25mg by mouth for mild allergic reactions and 50mg for moderate-severe.

Flushing orders: Normal saline 3mL intravenous (peripheral line) or 10mL intravenous (central line) before and after infusion, or as needed for line patency
Heparin 10 units per mL 3mL intravenous (peripheral line) as final flush
Heparin 100 units per mL 5mL intravenous (central line) as final flush

Supplies: (please strike through if not required)
Dispense needles, syringes, ancillary supplies and home medical equipment necessary to administer medication.

Quantity/Refills Dispense 1 month supply. Refill x 1year unless noted otherwise.
0 Dispense 90 day supply. Refill x 1year unless noted otherwise.
Q Other

Lab Orders

Skilled nursing visit as needed to establish venous access, administer medication and assess general status and response to therapy. Visit frequency based on prescribed orders.

*If nursing services will be required for therapy administration, the home health nurse will call for additional orders per state regulations. **ALL fields must be completed to expedite prescription fulfillment.
If shipped to physician’s office, physician accepts on behalf of patient for administration in office.

By signing below, | certify that the above therapy is medically necessary. | also 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. PHYSICIAN SIG NATU RE REOU I RE D

Prescriber’s signature (sign below) (Physician attests this is his/her legal signature. NO STAMPS)

Date Dispense as written Date Substitution allowed
Qe prescriber is to comply with his/her state-specific prescription requirements such as e-prescribing, state-specific prescription form, fax language, etc. Non-compliance with state-specific requirements could result in outreach to the prescriber. j

Please fax completed form to your drug therapy team at 808.650.6487. To reach your team, call toll-free 866.6ALPHA.1 or 808.650.6488.
You 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 confidential 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 notified 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. ALP-00005-H-111720 amc7341 CRP2008 _004333.1



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