CEDRA

CARDIOLOGY

REFERRAL FORM

FAX: 888.889.7129
TOLL FREE: 844.233.7279
CEDRASPECIALTY.COM

PATIENT INFORMATION
Patient Nome: DORB: Preferred Pnone:
SSN: language: CEnglish O Other
Address: Sex Male Oremale Height: Weight: Ops O kg
City: Stafe: Zip: Known Allergies:
* PLEASE FAX FRONT/BACK COPY OF PHARMACY BENEFIT CARD, MEDICAL INSURANCE CARD, NOTES, LABS & TESTS WITH THE PRESCRIPTION TO EXPEDITE PROCESSING *
PRESCRIBER INFORMATION
Prescrioer Name: DEAd#: NPH#: Tax ID#:
Address: Phone: E-mail:
City: State: Zip: Key Confact: Phone: Fax:
STATUS UPDATE PREFERENCE: (dPhone Cltext Orax CIE-mail
DIAGNOSIS/CLINICAL INFORMATION
STATING: Tried & Falled (Duration) Not Tolerated Contraindication:
O sirmvostatin o ( ) E
Atorvastatin (
¢ O
Other therapies: Tried & Falled (Duration) Not Tolerated Contraindication:
Zefio ¢ ) O
LI 1DL Apheresis [ ¢ ) O
O O« ) O
Allergies:
Date of Diagnosis; Ingicate One Secondary Diegmosis: ‘ ‘
Indicate One Primary Diagnosis: Clhor Acute Myooqrd\ol \qurcﬂom Che Occ\_uswon of Cerebral Arferies CVA)
Oe7sorure Hypercholesterolemia 252000 Myocardial \mforcﬂgn ‘ Ocas  Tonsient Cerebr@l Ischemia (TIA)
(HeFH and HoFH) 0125 Other Forms of Chronic Ischemic 067 Other and IFDefined Cerebrovascular
E1E78.2 Mixed Hyperlipidernio Hearf Disease B Disease ‘ .
[JE78.5 Other ond Unspecified 12510 ASCVD, Unspecified ‘ 0169 History of Sfroke with Residuals
Hyperiicidemic 165, Occlusion and Stenosis of Precerebrol Arteries E1170. Atherosclerosis
Oother Other: 1739 Peripheral Vascular Disease, Unspecified
PRESCRIPTION INFORMATION
MEDICATION DOSE/STRENGTH SIG Qry. REFILLS
[ nitiate freatment with 180 I loading dose foll ACS event,
CIBRLNTA® H2gmg taket ] Confinue troaiment with 901 hwice dalyuing e it yecr afer om ACS evert
Mg fobie L1 Affer one vear, administer 60 mg twicedaily. Use BRILINTA with a daily mainfenance dose of aspirin of 75-100 mg.
O CrestoR® [m] g faolefs OToke 1 tablet by mouth with or without food daily.
. Os mg tablet L] \gmof\ Treomﬁgf single ()O—éﬂg‘ orot\r\woad\q% dc;sfe .
D HTENT g 10 mg fablet E ngs‘\gﬁgmq omr?cggcoe\\v foo‘r\/pvgﬂer?f(sgéoi% -
24 mg/26 mg fablet
O ENTRESTO® 49mg/51 mg fablet 01 tovlet twice daily
097 ma/103 mg fablet
O JARDIANCE® | ;g Tﬂg ggg O Token once daily in the morming with or without food 30day supply
Ouprore [m] mgq fablefs O1oke 1 tablet by mouth daily.
> 1 mg foblet Osarting dose 2 b diod !
OvaLoe® Di mg Egg M%rd‘g%Teogrewd srggég?evmoe\ \ngcexﬁgweem?m?%gp %roe?gf 1 mg once daily and maximum of 2 mg once daily.
Oiovazae 01 grom capsule :I%)/gr( Aj>ccogppssj‘eessf(vjﬂ:c: ;;jeOrHéo
8-(\130“/3%'(" A}irial ﬁig{r}illuﬁon: ‘ ol
| L/min: ly, twi i
C;C\ 1>5—35ﬁm[7r‘7:m 75?%%%\}@, mwccee dcg\\yV
075 mg capsule atment of DVT and PE:
OPRADAXA® 0110 mg capsule CrCl >30 mL/min: 150 mg orally, twice daily affer 5-10 days of parenteral anticoagulation
0150 mg capsule duction in the Risk of Recurrence of DVT and PE:
CrCl >30_ mL/min: 150 mg oro\ly,_fwwce_ daily aofter previous treatrment
ophylaxis of DVT and PE Following Hip Replacement Surgery:
CrCl>30 mL/min: 110 mg orally first day, then 220 mg once dail
LI PRALUENT® DPrefled Pens EHEE? oS ety e oy B
- O pefied P Option T: Inject 140 mg SC in the clodomen, thigh, or upper arm every 2 weeks (Guantity 2)
il Elreted srecick Auoryector oo oS e S e bdomen Figh. o ppes am anos monty
CIVASCEPA® 1 grom capsule Hrou @ copsues once daly
W u Wi
Ozenpe 010 mg tablet O 0one tablet daily with or without food
O
Bofe Medg:oﬂorg Neegled: Delver To. (D patientHome  CIMD Office
rescriber Signature: (Please sign and datfe below,
Your signature gufhorizes C(edro PhOWgOC\/ fo act on your beho)\f fo obtain prior authorization for the prescribed medications. We will also pursue available copay and financial assistance on behalf of your patients.
Substitution Permissible Date Dispense as writfen "DAW” Date

IMPORTANT NOTICE: This fax is infended 1o be delivered only fo the named addressee and confains confidential information that may be profected health information under federal ond state lows. If you are not the infended recipient,

do not disseminate, disfribute, or copy this fax. Please notify the sender immediately if you have received this document in error and then destroy this document immediafely.
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