CA DELTADRUGS Gout

437 Fernando Court ¢ Glendale, CA 91204 « MAIN: 818.309.2884 « FAX: 818.309.1704 « www.deltadrugs.com

RESET FORM PATIENT INFORMATION PHYSICIAN INFORMATION
Patient Name: Physician Name:
Address: Contact:
City, State, Zip: NPI #:
Phone #: Secondary Phone #: Address:
Patient SSN#: Date of Birth:
Weight (lbs): —__ Height(in):—__ Gender: O Male U Female S TASETw et
Allergies: Phone #:
Primary Insurance: Alt Phone #:
ID#: Phone #: Fax #:
Secondary Insurance: Email:
ID#: Phone #: Ship Rx to: O Physician’s Office Q Patient's home

FAX COPY OF INSURANCE CARD (FRONT & BACK)

CLINICAL INFORMATION

|ICD-10 Diagnosis
Q M10.0 Idiopathic Gout Patient is not concurrently on: O Azathioprine O Mercaptopurine
0 M10.1 Lead-induced Gout Uric Acid level: Date:
0 M10.2 Drug-induced Gout
0 M10.3 Gout due to renal impairment Comorbidities:
4 M104 Secondary Gout
U M10.9 Gout, unspecified Medication Reconciliation:
Prior Treatment/Therapy (If Any) Reason for Discontinuation Start and End Date of Therapy
FAX COPY OF ALL RELATED CLINICAL/LAB INFO
MEDICATION STRENGTH DIRECTIONS QTyY REFILLS
0 ULORIC Q 40mg O Take one tablet by mouth daily 0 30 tablets
O 80 mg
Qo06m O Take one tablet by mouth twice daily Q 60 tablets
©mg O Take one tablet by mouth once daily O 30 tablets
O COLCRYS Colcrys is contraindicated in patients with renal or hepatic impairment who are currently prescribed P-gp inhibitors or strong
inhibitors of CYP3A4. In these patients, life-threatening and fatal colchicine toxicity has been reported with colchicine taken
in therapeutic doses. Dose adjustments of Colcrys may be required when co-administered with P-gp or CYP3A4 inhibitors
in patients with normal renal and hepatic function.

Physician’s Signature: Date: Q Dispense As Written
I AUTHORIZE DELTA DRUGS AND ITS REPRESENTATIVES TO ACT AS AN AGENT TO INITIATE AND EXECUTE THE INSURANCE PRIOR AUTHORIZATION PROCESS.

PRIVACY NOTICE: This communication may contain non-public or legally privileged information intended for the sole se of the designated recipient(s). If you are not the intended recipient, or have received this communication in error, please notify the sender immediately via fax or by telephone at
the number stated above and delete all copies of this communication, including any attachments, without reading or creating copies of them. If you are the intended recipient, you must secure the contents of this communication in accordance with all applicable state or federal requirements related
to the privacy and security of information, including the HIPAA Privacy quidelines © 2018 Delta Drugs Al Rights Reserved
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