<~ aleracare

advanced specialty pharmacy

Patient Information

Neuromuscular Disorders
Referral Form

Prescriber Information

Patient Name: DOB: Prescriber’s Name:

Address: NPI#:

City: State: Zip: DEA#: License#:
Phone: Alternate Phone: SSN: Address:

Height: Weight: Allergies: Phone: Fax:

Emergency Contant: Phone:

Contact Person:

Is the patient pregnant, planning a pregnancy or nursing: O Yes O No

Does the patient need interpreter services: O Yes O No

Documentation (Required)

O Insurance Card (ID & Group #) O Current Medications

O History/Progress Notes

Specific Labs Needed (note: send ALL labs, must include specific labs listed here)

QO other:

Diagnosis

IcD-10 Codes: () G24.3 Spasmodic Torticollis () G24.5 Blepharospasm () L74.510

O L74.512 Primary Focal Hyperhidrosis, palms

Primary Focal Hyperhidrosis, axilla

O L74.513 Primary Focal Hyperhidrosis, soles O L74.519 Primary Focal Hyperhidrosis, unspecified

O Other:
BOTOX® O 100 Unit vial
O (onabotulinumtoxin A) O 200 Unit Vial
DYSPORT® -
O (abobotulinumtoxin A) O 300 Unit Vial
(O 2,500 Unit Vial
MYBOLOC® v
O (rimabotulinumtoxin B) O 5,000 Unit Vial
(O 10,000 Unit Vial
O 50Unit vial
XEOMIN® g
O (incobotulinumtoxin A) O 100 Unit Vial
O 200 Unit vial

By signing this form | authorize AleraCare and its representatives to act as my agent in ord
process and, in doing so release clinical information via phone to the appropriate third pa

er to initiate and execute the insurance prior authorization
rty payer.

Prescriber’s Signature Date

0818.390.9696 f 818.390.9697 e intake@aleracare.com aleracare.com

advanced infusion centers™
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