X HEMATOLOGY REFERRALFORMA-M
g Albertsons XEMEDCART A\ Albertsons  SAFEWAYC).  VONS  ACME

&/ Companics|
Specia]ty Care SPECIATTY |PHARMACY shaws$s star)f. PAVILIONS CARRS Q) Baudatts TomThumb
Patient Name: DOB: Sex: D M D F

c  Phone: Cell Phone: Email Address:

-E g Address: City: State: Zip:

® O ICD-10 Diagnosis Code: Diagnosis:

.“g § Allergies (please note reaction): [ Latex

o g Current Medications: (list here or attach a medication list):

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT'S INSURANCE CARD - BOTH SIDES

MEDICATION STRENGTH DIRECTIONS QUANTITY

[]25mcg/mL single Dose Vial
[]40mcg/mL single Dose Vial
[160mcg/mL Single Dose Vial
[_1100mcg/mL single Dose Vial

[ ]200meg/mL single Dose Vial
[]1300mcg/mL Single Dose Vial
[_]10mcg/0.4mL Prefilled Syringe
[ Aranesp (darbepoetin alfa) []25mcg/0.4mL Prefilled Syringe
[140mcg/0.4mL Prefilled Syringe
[160mcg/0.3mL Prefilled Syringe
[ 1100mcg/0.5mL Prefilled Syringe
[ 1150 mcg/0.3mL Prefilled Syringe
[_]1200mcg/0.4mL Prefilled Syringe
[_]1300mcg/0.6mL Prefilled Syringe
[ 1500mcg/mL Prefilled Syringe

Prescription
Information

[12,000 units/mL Single Dose Vial
[ 13,000 units/mL Single Dose Vial
[ 14,000 units/mL Single Dose Vial
[ 110,000 units/mL Single Dose Vial
[120,000 units/mL Single Dose Vial
[140,000 units/mL Single Dose Vial

[_lEpogen (epoetin alfa)

Treatment History: [INew to Therapy [JContinuation of Therapy

Prescriber Name:

State License #: DEA #: NPI:

Additional Contact Person Name:

Group or Hospital: Phone:

Fax: Email Address:

Address: City: State: Zip:

Prescriber Signature:

Prescriber
Information

Product Substitution Permitted Dispensed as Written Date

The prescriber is to comply with 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.

[_IshiptoPatient [ _]ship to Prescriber/Clinic  [_]Pick up at Albertsons Companies Pharmacy  [_]Pharmacist may Administer

Date Medication Needed:

Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and

use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication
in error, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

. _ _ . _ _ E-Scribe Information:
Phone' 877 466 8028 | Fax: 877 466 8040 Albertsons/Safeway Pharmacy « 12874 E. Florence Ave.
www.albertsons.com/ specialtycare Santa Fe Springs, CA 90670 « NCPDP 5617418 « NPI 1164451100

Delivery
Information



, HEMATOLOGY REFERRALFORMN

|\
Albe (‘?MEDC ART- &\ Albertsons  SAFEWAYC).  VONS  ACME

. 0
SpeCIalty Care' SPEC [m‘ PHARMACY shaws Stég:% PAVILIONS CARRS | ‘, Randatts M
Patient Name: DOB: Sex: D M D F
c  Phone: Cell Phone: Email Address:
-E g Address: City: State: Zip:
® O ICD-10 Diagnosis Code: Diagnosis:
.“g § Allergies (please note reaction): [ Latex
o g Current Medications: (list here or attach a medication list):

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT’S INSURANCE CARD - BOTH SIDE

MEDICATION STRENGTH DIRECTIONS UANTITY m

[_linject 6mg subcutaneously once per chemotherapy cycle, beginning at

] Ngulostq [JemgfoemL O”?“’ Kit ) least 24 hours after completion of chemotherapy.
(pegdfilgrastim) | [_]6mg/0.6mL Prefilled Syringe
[ lother:
[1300mcg/mL single Dose Vial
[ INeupogen []480mcg/1.6mL Single Dose Vial
(filgrastim) [1300mcg/0.5mlL Prefilled Syringe
[_]480mcg/0.8mL Prefilled Syringe
. «Administer ____ meg (Imcg/kg actual body weight) subcutaneously once
weekly.

+Adjust the dose as follows for adult patients:

[_]if the platelet count is < 50 x 109 /L, increase the dose by 1 mcg/kg.

L if platelet count is > 200 x 109 /Land < 400 % 109 /L for 2 consecutive weeks,
reduce the dose by 1 mcg/kg.

[ platelet count is > 400 x 109 /L, do not dose. Continue to assess the
platelet count weekly.

Prescription
Information

D 126meg D After the platelet count has fallen to < 200 x 109 /L, resume Nplate at a
[ INplate []250mcg
[J500meg dose reduced by 1 mcg/kg.

+Adjust the dose as follows for pediatric patients:

[_if the platelet count is < 50 x 109 /L, increase the dose by 1 mcg/kg.

[ if platelet count is > 200 % 109 /L and < 400 x 109 /L for 2 consecutive weeks,
reduce the dose by 1 mcg/kg.

D If platelet count is > 400 x 109 /L, do not dose. Continue to assess the
platelet count weekly.

D After the platelet count has fallen to < 200 x 109 /L, resume Nplate at a
dose reduced by 1mcg/kg.

Treatment History: []New to Therapy [JContinuation of Therapy

Prescriber Name:

State License #: DEA #: NPI:
» C Additional Contact Person Name:
8 .S Group or Hospital: Phone:
‘c O Fox Email Address:
bt g Address: City: State: Zip:
9
B C  prescriber Signature:
Product Substitution Permitted Dispensed as Written Date
The prescriber is to comply with 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.
C
> O . . . . .. . . N
5 g [Iship to Patient [ ship to Prescriber/Clinic [_]Pick up at Albertsons Companies Pharmacy Date Medication Needed:
-E € Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and
[} ‘5 use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
(a] "E dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication

in error, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

. _ _ . _ _ E-Scribe Information:
Phone' 877 466 8028 | Fax: 877 466 8040 Albertsons/Safeway Pharmacy « 12874 E. Florence Ave.
www.albertsons.com/ specialtycare Santa Fe Springs, CA 90670 « NCPDP 5617418 « NPI 1164451100



X HEMATOLOGY REFERRALFORMO - Z
Y Albertsons XEMEDCART A\ Albertsons  SAFEWAYC),  VONS.  ACME

&/ Companics|
Specia]ty Care SPECIATTY |PHARMACY shaws$s star)f. PAVILIONS CARRS Q) Baudatts TomThumb
Patient Name: DOB: Sex: D M D F
c  Phone: Cell Phone: Email Address:
-E g Address: City: State: Zip:
® O ICD-10 Diagnosis Code: Diagnosis:
.“g § Allergies (please note reaction): [ Latex
o g Current Medications: (list here or attach a medication list):

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT'S INSURANCE CARD - BOTH SIDES

MEDICATION STRENGTH DIRECTIONS QUANTITY | REFILLS |

[ 110,000 units/mL Multidose Vial

[ 120,000 units/mL Multidose Vial
[ 12,000 units/mL Single Dose Vial
[ IProcrit (epoetin alfa) [13,000 units/mL Single Dose Vial
[ 14,000 units/mL Single Dose Vial
(110,000 units/mL Single Dose Vial
[140,000 units/mL Single Dose Vial

Prescription
Information

[_1125mg Tablet

[]25mg Tablet [ Take 1tablet by mouth once daily.
[_IPromacta (eltrombopag)

[]50mg Tablet [ Jother:

D 75mg Tablet

[1300mcg/0.5mL Prefilled Syringe
[]zarxio (filgrastim-sndz)
[ ]480mcg/0.8mL Prefilled Syringe

Other Medication Name:

Treatment History: []New to Therapy [JContinuation of Therapy

Prescriber Name:

State License #: DEA #: NPI:

Additional Contact Person Name:

Group or Hospital: Phone:

Fax: Email Address:

Address: City: State: Zip:

Prescriber Signature:

Prescriber
Information

Product Substitution Permitted Dispensed as Written Date

The prescriber is to comply with 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.

[_Iship to Patient [_Iship to Prescriber/Clinic [_IPick up at Albertsons Companies Pharmacy — Date Medication Needed:

Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and

use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication
in error, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

Phone: 877_466_8028 | Fax: 877_466_8040 Albertsons/Safeway PhE(J:Egcl;EPSSLQfE(.)FII‘ng;r%tei(A)\g

www.albertsons.com/ specialtycare Santa Fe Springs, CA 90670 « NCPDP 5617418 « NPI 1164451100

Delivery
Information



