UNICARE.

UniCare Health Plan of Kansas, Inc.
State Sponsored Business

RSV Prophylaxis Enrollment Form

Fax completed form to CuraScript at 1-866-862-3170. For Provider Services, call 1-888-662-0944.

Part | Patient Information (double click on the fields below to fill in this form electronically)

Patient’s last name First name Middle initial

Address City State ZIP code
Day phoneno.( ) - Nightphoneno. () - Date of birth / /
Parent/Guardian Allergies Sex[IJM [F

Primary insurance Secondary insurance

Cardholder name (if not patient) Cardholder name (if not patient)

Member ID and Group no. BIN# Member ID and Group no. BIN#

Insurance phone no. (+tareacode) () -

Insurance phone no. (tareacode) () -

Employer

Part Il Physician Information (please supply copy of patient’s insurance card)

Employer

Prescriber's name Hospital/Clinic

Office contact name

Address

City State ZIP code

Phone no. (+tareacode) () - Faxno. (tareacode) ( ) -

DEA no. NPI no. UPIN

Part Ill Medical Criteria (double click on the fields below to fill in this form electronically)

1. PATIENT WEIGHT AND GESTATIONAL AGE

Weightt _ [ Ib [Jkg Date Taken: __ [ |/
Gestational Age: __ weeks __ days

2. PRIMARY DIAGNOSIS

[] 745.4-747.0 Congenital heart disease

[] 748.3-748.4  Congenital abnormality of respiratory system

[J 770.0-770.9  Other respiratory conditions of fetus and newborn

[ 770.7 Chronic respiratory disease arising in the perinatal period (CLD)
[J 765.21-765.22 <24 weeks of gestation ~ [] 765.26  31-32 weeks of gestation
[ 765.23 25-26 weeks of gestation [] 765.27  33-34 weeks of gestation
[ 765.24 27-28 weeks of gestation [] 765.28  35-36 weeks of gestation
[ 765.25 29-30 weeks of gestation

[J Other (ICD-9 Required)

3. CLINICAL INFORMATION
Congenital Abnormality or Neuromuscular Condition ONLY

[JYes [INo Does the patient have documented congenital abnormalities of the
airway or a neuromuscular condition that compromises handling of
respiratory secretions? Please explain:

[JYes [INo Isthe gestational age less than 35 weeks?

[JYes [INo Isthe patient less than 12 months old at the start of the RSV season?

Congenital Heart Disease ONLY

[JYes [INo Does the patient have hemodynamically significant cyanotic or
acyanotic congenital heart disease?

[JYes [INo Isthe patient < 24 months of age at the start of RSV season?

[JYes [INo Isthe patient receiving medication for congestive heart failure?

[JYes [INo Does the patient have moderate to severe pulmonary artery

hypertension?

Chronic Lung Disease ONLY
[dYes [JNo Does the patient have chronic lung disease? (NOTE: Asthma,
reactive airway disease, and cystic fibrosis do not qualify)

[JYes [INo Isthe patient < 24 months of age at the start of RSV season?

[JYes [INo Has the patient received medical treatment with any of the following
within 6 months of the start of RSV season? please select
[J Oxygen [ Bronchodilators [] Corticosteroids [] Diuretics
Date(s): _ /_ /[ ;11 | |

Prematurity ONLY

Gestational Age: <29 weeks

[JYes [INo Isthe gestational age 28 weeks, 6 days or less?

[dYes [INo s the patient less than 12 months old at the start of the RSV season?

Gestational Age: 29 weeks through 31 weeks

[JYes [INo Isthe gestational age 29 weeks, 0 days through 31 weeks, 6 days?
[JYes [INo Isthe patient less than 6 months old at the start of the RSV season?
Gestational Age: 32 weeks through 34 weeks

Part IV

Prescription (double click on the fields below to fill in this form electronically)

[JYes [INo Isthe gestational age 32 weeks, 0 days through 34 weeks, 6 days?
[DYes [INo s the patient less than 3 months old at the start of the RSV season?
[Jyes [INo  Will the patient be less than 90 days old at the time of dosing?
[JYes [INo Does the patient attend group child care?

[OYes [JNo Are there any other children under 5 years of age living in the home?
4. INJECTION HISTORY

[JYes [] No Has an Injection already been given for this RSV season?

Date(s): __ |/ s s
[J Yes [JNo Has nursing been coordinated?

[J Yes [INo Does patient require pharmacy to coordinate nursing for home injection?

EXPECTED DATE OF FIRST/NEXT INJECTION: __ /_ /_

1. MEDICATION
[] Synagis® 100 mg/mL vials (50 mg and/or 100 mg vials)

Dose: Inject 15 mg/kg IM monthly Dispense Quantity: QS per patient weight

2. SUPPLIES

[J Epinephrine kit
Includes: 1 amp epi (1:1000), 1 filter needle, 2 alcohol swabs, and 1 Tb syringe
Directions: 0.01mg/kg sub-Q PRN anaphylaxis

[JOther

Refill: months OR  [C] PRN for duration of RSV Season
[Jother
Prescriber’s signature Date
[/

Ship medication to: [] Patient Home
NeedbyDate: _ / /

[ Physician Office  []Other

If shipping to Physician, office must be available to receive shipment on this date.

*Confidentiality notice: This telecopy transmission contains confidential information belonging to the sender 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. 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 this document is strictly prohibited.

v.090109 If you have received this telecopy in error, please notify the sender immediately to arrange for the return of this document.

® Registered mark of WellPoint, Inc. Express Scripts, Inc. is a separate company that provides pharmacy services and pharmacy benefit management services on behalf of health plan members.
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