Professional Home I.V.

VIVITROL ORDER FORM 182 South B Sueet?

Phone: (907) 262-8737

v Fax: (907)260-7405
PATIENT INFORMATION
Patient Name: Date of Birth: Mo Fo
DX (ICD-10): oAlcohol Dependence: F10. oOpioid Dependence: F11.
(Fill in additional digits as needed)
ORAL NALTREXONE: o -day course initiated on (date) o Not using
Phone:
Address: City: State: Zip:
Allergies:
Current Medications: (fax list if necessary)

PRESCRIPTION BENEFITS
(Please fax a copy of patient’s insurance information)

PRESCRIBER INFORMATION

Prescriber Name: NPI#: DEA#:
Clinic/Office: Office Contact:

Office Phone: Fax:

Address: City: Anchorage, AK

VIVITROL® (NALTREXONE INJECTION) SR 380MG Injection Kit*
SIG: INJECT 380MG INTRAMUSCULARLY ONCE EVERY 28 DAYS
Dispense: 1 INJECTION KIT PER MONTH

Refills: 11 (1 years worth), or o
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To start therapy on (next injection date)

o Professional Home I.V. to administer injection in GLIP Infusion Suite

o Injection to be administered at Clinic ( )

*Vivitrol® Injection Kit includes: vial of Vivitrol® microspheres, vial of diluent, one 20G }4” preparation needle, two 20G %"
administration needles.

| authorize Professional Home L.V. representatives to act on behalf of the prescriber to initiate and complete the insurance prior
authorization process.

Prescriber Signature: Date: oDispense as written (DAW)

Fax the following to Professional Home L.V. at 907-260-7405:
YUcompleted order, patient demographics, 3insurance information, and ¥most recent clinic
note

Please allow 48-72 hours to verify insurance coverage.
Contact an infusion pharmacist if you have any questions



