
Hemophilia & Bleeding Disorders

Patient Information

Clinical Information

Prescription Information

Diagnosis -  Please Include Diagnosis name and ICD-10 code

(Please complete the following or fax the patient demographic sheet)

(Ancillary supplies provided as needed for administration)

Severe (<1%)

Low

Advate®
Adynovate®
Afstyla®
Altuviiio®

Hemofil M®
Prophylaxis:

Initial Dose: 3mg/kg subQ once weekly for 4 wks

Inject as needed for anaphlaxis

Wt<50kg, single spray in one nostril (1 spray total)
Wt>50kg, single spray in each nostril (2 sprays total)

Minor:

Corifact®

Feiba®

Emla® Cream 30gm

EPIPEN® 0.3mg EPIPEN Jr.® 0.15mg

Alphanate®

AlphaNine®SD

30mg/mL

150mcg/Actuation nasal spray

500mg tablets

650mg tablets

Heparin 10 units/ mL flush, 3-5 mL as needed

Heparin 100 units/ mL flush, 1-3 mL as needed

0.9% normal saline flush, 5-10mL pre & post IV meds admin

25% oral solution

Alprolix®

KogenateFS®
Kovaltry®
Novoeight®

Vonvendi®

Ixinity®

105mg/0.8mL

Other:

Mononine®

Mild (>5%)

Current

NKDA

High

Other:

Low Date:

Moderate (1-5%)

Historical

Eloctate®
Esperoct®

Jivi®
Hympavzi®

Koate® Immune Tolerance:

Maintenance Dose: 1.5mg/kg subQ weekly

Moderate:

Breakthrough Bleeding:

Maintenance Dose: 3mg/kg subQ every 2 wks
Maintenance Dose: 6mg/kg subQ every 4 wks

Other:

Major:

Qty Sufficient PRN

Tretten®

NovoSeven® Other:

Humate P®**

Benefix®

60mg/0.4mL

Idelvion®

Nuwiq®
Recombinate®
Xyntha®

Wilate®**

Rebinyn®

150mg/mL

Rixubis®

Next Infusion:Diagnosis Date:

Infusion By:

Access:
Comorbidities:

Assay Variation: +/-

Doses/M

Doses/M

Doses/M

Doses/M

Doses/M

Concomitant Meds:

Circulating 
Factor: Inhibitor:

Weight: Height:

Allergies:

Historical Response:
Factor 
Deficiency:

Dosage & Directions: Refills:Medication:
Factor VIII (Recombinant)

Factor VIII (Human)

Factor VIII & VWF

Factor IX

Factor XIII

Inhibitor Therapies, Factor VIIa, and other

Hemlibra®

Stimate®

Amicar®

Lysteda®

Flushing

Quantity:

Patient’s Name: Patient’s Phone: DOB:

New to Therapy?

Demographics

Yes

Insurance Card

No

Labs Chart Notes

Zip:

Additional Items Faxed:

Any Tried & Failed Products?

Previous Dose Date: Next Dose Date:

Allergies: Height [in]: Weight [lbs]:

  Toll Free Fax 833.329.4844
          myscrx.com

Specialty Care Rx Representative: 

Patient

Peripheral

Office

PICC Port

Other:

Other:

Type 1 Type 2 Type 3

D66 Hereditary factor VIII defic. D67 Hereditary factor IX defic.

D68.0 Von Willebrand Disease

Other ICD-10 Code: Description:

**Dose dispensed in vWF:RCo units unless otherwise specified



Deliver to: Patient Office Other: Substitution Permitted 
(If checked)

Needs by 
Date:

Prescriber’s Signature:
(No Stamps)

Date:
(Required)

CONFIDENTIALITY STATEMENT: Intended only for the recipient and may contain privileged information protected by law. Unauthorized use or distribution is prohibited. 
If received in error, notify us immediately. Referral forms are not valid in Arizona; providers must phone or send orders electronically.

By signing this form and utilizing our services, you are authorizing SpecialtyCare Rx and its employees to serve as your prior authorizationdesignated agent in dealing 
with medical and prescription insurance companies.

Prescriber Information

Prescriber’s 
Name:

License:

DEA:NPI:

Contact Person: Group Hospital:

Address:

City, State, Zip:

Phone: Fax:
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