Date Shipment Needed: Ship To: QPatient QPrescriber
UNursing needed; QTraining needed P All the supplies including syringes and needles will be dispensed if needed.

HIV REFERRAL FORM
PATIENT INFORMATION
Patient Name: DOB: Sex: AM QF | Weight: Qibs. Ukg.
SSN: | Phone: | Allergies:
Address: [ City: State: | Zip:
Emergency Contact: Phone: Please attach demographic information
PRESCRIBER INFORMATION
Prescriber: NPI: DEA: State Lic:
Supervising Physician: Practice Name:
Address: City: [ State: | Zip:
Phone: Fax: Key Office Contact: Phone:

DIAGNOSIS INFORMATION / MEDICAL ASSESMENT

Primary Diagnosis: L1B20 HIV / AIDS LIR64 Cachexia (HIV Wasting) L1B18.2 Hepatitis C (chronic) LdB18.1 Hepatitis B LAHIV-infected patients with abdominal lipodystrophy
UOther:

CD4 count: , Viral Load/HIV RNA: , Hgb/Hct: , WBC/ANC: , CrCl: (Please include copy of most recent labs)

" Has patient been treated previously for this condition? QYes WNo Medication(s):
® |s patient currently on therapy? UYes UNo Medication(s):
® Wil patient stop taking the above medication(s) before starting the new medication? Yes UNo If yes:
®  How long should patient wait before starting the new medication?
" Other medications patient is currently taking including OTC medications with dosage and direction (or fax medication profile):

PRESCRIPTION INFORMATION

Medication Strength Directions QTY Refills
NRTIs
QEmtriva 200 mg QTY: Refills:
QEpivir 3100 mg 0150 mg 01300 mg QTY: Refills:
QZiagen 3300 mg 014800 mg/240 mL QTY: Refills:
NNRTIs
QEdurant 25 mg 1 tab po daily QTY:_ 30 Refills:
Qintelence 3100 mg 0200 mg QTY: Refills:
QPifeltro 100 mg 1 tab po daily QTY:_ 30 Refills:
QSustiva 200 mg L4600 mg QTY: Refills:
Combination Antiretrovirals
QAtripla 600 mg/200 mg/300 mg 1 tab po daily on empty stomach (CrCI >50 mL/min) QTY:_ 30 Refills:
QBiktarvy 50 mg/200 mg/25 mg 1 tab po daily QTY:_ 30 Refills:
QComplera 200 mg/25 mg/300 mg 1 tab po daily (CrCl >50 mL/min) QTY:_ 30 Refills:
QDelstrigo 100 mg/300 mg/300 mg 1 tab po daily QTY:_ 30 Refills:
QDovato 50 mg/300 mg 1 tab po daily (CrCL > 50 mL/min) QTY:_ 30 Refills:
QEpzicom 600 mg/300 mg 1 tab po daily (CrCl >50 mL/min) QTY:_ 30 Refills:
QGenvoya 150 mg/150 mg/200 mg/10 mg 1 tab po daily (CrCl >30 mL/min) QTY:_ 30 Refills:
QJuluca 50 mg/25 mg 1 tab po daily QTY:_ 30 Refills:
QOdefsey 25 mg/200 mg 1 tab po daily QTY:_ 30 Refills:
QStribild 150 mg/150 mg/200 mg/300 mg 1 tab po daily (CrCI >70 mL/min) QTY:__30 Refills:
QSymfi 600 mg/300 mg/300 mg 1 tab po daily QTY:_ 30 Refills:
QSymfi Lo 400 mg/300 mg/300 mg 1 tab po daily (preferably at bedtime) QTY:_ 30 Refills:
QSymtuza 800 mg/150 mg/200 mg/10 mg 1 tab po daily QTY:_ 30 Refills:
OTriumeq 600 mg/50 mg/300 mg 1 tab po daily (CrCl >50 mL/min) QTY:__30 Refills:
QTruvada 200 mg/300 mg 11 tab po daily (CrCl >50 mL/min) QTY:__30 Refills:
1 tab po every 48 hours (CrCl 30-49 mL/min) QTY:__15 Refills:
Pharmacokinetic Enhancer
WNorvir 100 mg 1 tab po daily with food QTY:__30 Refills:
Q2 tab po daily with food QTY:__60 —
OTybost 150 mg 1 tab po daily with food QTY:__30 Refills:
Prescriber’s Signature: 0 DAW (Dispense as Written) Date:

Prescriber certifies that this referral form contains an original signature and is signed by the treating prescriber. NO STAMPED SIGNATURES WILL BE ACCEPTED. Where required by law, send electronic prescription or on
official state prescription blank. Prescriber authorizes AcariaHealth to forward this prescription to another pharmacy, if needed.

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute or copy this fax. Please notify the sender
immediately if you have received this document by mistake, then destroy this document. Please direct all verification or notification to AcariaHealth or any of its subsidiaries using the contact information provided on this coversheet.
Rev: 12.15.20
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PATIENT INFORMATION
Patient Name:
INSURANCE INFORMATION

Date Shipment Needed:

Ship To: QPatient QPrescriber

UNursing needed; QTraining needed P> All the supplies including syringes and needles will be dispensed if needed.

HIV REFERRAL FORM

Please attach front and back of patient’s insurance card (medical and prescription

COPAY CARD ENROLLMENT
OPlease check if enrolling i
PRESCRIPTION INFORMATION

Medication Strength Direction QTY Refills
Integrase Inhibitors/CCRS5 Inhibitors
Qlisentress 25 mg 0100 mg 0400 mg QTY: Refills:
Qlsentress HD 600 mg 2 tabs po daily QTY:_ 60 Refills:
QTivicay 50 mg QTY: Refills:
Fusion Inhibitors
QFuzeon o0 mg 90 mg sq twice daily (CrCl > 35 mL/min) lty: Refills:
Protease Inhibitors
WPrezista 1150 mg 1160 mg . -

0800 mg 0100 mgimL. arY_ Refils__

OReyataz 200 mg L300 mg QTY: Refills:
Boosted Protease Inhibitors
OEvotaz 300 mg/150 mg QTY: Refills:
QPrezcobix 800 mg/150 mg QTY: Refills:

Fusion/Attachment Inhibitors (Others)

QRukobia 600 mg 1 tab po twice daily QTY:_30 Refills:

QSelzentry 3150 mg L300 mg 2 tab po twice daily QTY:_120 Refills:

Other

QEgrifta SV 2 mg |Inject 1.4 mg SQ once daily QTY:_ 30 Refills:
QTY: Refills:

Prescriber’s Signature: 0 DAW (Dispense as Written) Date:

Prescriber certifies that this referral form contains an original signature and is signed by the treating prescriber. NO STAMPED SIGNATURES WILL BE ACCEPTED. Where required by law, send electronic prescription or on
official state prescription blank. Prescriber authorizes the receiving pharmacy to forward this prescription to another pharmacy, if needed.

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute or copy this fax. Please notify the
sender immediately if you have received this document by mistake, then destroy this document.
Rev: 20230606
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