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Medical Review Form for Arise Health Plan

1700 East Point Parkway

Louisville  KY  40223

Phone 1-866-247-5004
Fax 1-877-357-5722


	

	

	To:
	CareContinuum
	From:
	

	Fax:
	1-877-357-5722
	Phone:
	

	Date:
	
	Pages:
	


Check One:   ___ Epogen, Procrit (epoetin alfa injection)    ___ Aranesp (Darbepoetin)

Patient Information

Name: 
Address: 
 FORMTEXT 

     



Gender:  M      F  FORMCHECKBOX 

City:
Home Phone: 
Emergency Contact: 

Physician Information

Name:      

Address:      


Suite #: 
City:       
State:   
Zip:         
County:      
Phone:      
Fax:       FORMTEXT 

     

NPI/UPIN/License #: 


Physician’s Specialty:      

MDO Contact:      

Insurance Information

Carrier: Arise Health Plan
Plan Code:      
Patient’s ID #:      
Group #:      

Name:      
ID #:      

Address:      





Relationship to Patient:      

Employer:      

Medication/Therapy Information

Drug:      
Diagnosis:      
Dose:      
Duration:      
Height:      
Weight:      
IV Access Site (if applicable):      
Allergies:      
Place of Service:      
Next Service Date:      






Name:      

Contact:      

Address:      

Phone:      
Fax:      
Tax ID/NPI:      

NDC:  _______________________________________

Indication:  


( Anemia due to cancer chemotherapy


( Anemia in chronic renal failure (CRF)   

( Anemia in myelodysplastic syndrome (MDS) 

( Anemia due to chronic hepatitis C treatment 
( Anemia in zidovudine-treated HIV-infected patient (epoetin only)

( Reduction of allogeneic blood transfusion in surgery patient (epoetin only)

( Other (specify)

Has the patient previously been receiving epoetin alfa or Aranesp (darbepoetin alfa)?  Yes     No

If yes, has the patient had a response to epoetin alfa or Aranesp (darbepoetin alfa)?  Yes     No

List value and date for 5 most recent hemoglobins:                 Value                           Date








___________             ___________

___________             ___________

___________             ___________

___________             ___________

___________             ___________

Is the patient receiving iron therapy?  Yes   No    

If yes, dose and route of iron therapy plus start date:  _______________________________________

Results of testing for iron status (e.g.,  serum ferritin, transferrin saturation) and date?  

Have other reasons for anemia been ruled out (e.g., vitamin deficiencies, blood loss)?  Yes     No

Is the blood pressure controlled?  Yes   No   

____________________________________________________________________________________

Anemia due to CRF

Is the patient receiving dialysis?  
Yes  
No

Type of dialysis:   ( hemodialysis 
( peritoneal dialysis 
( Other, specify:

Frequency of dialysis: 

_____________________________________________________________________________________

Anemia due to cancer chemotherapy

Is the cancer metastatic, non-myeloid, and the anticipated outcome is not cure?  
Yes  
No

Cancer diagnosis (and date diagnosed):

Chemotherapy regimen (and dates/duration):  

_____________________________________________________________________________________

Anemia due to zidovudine in HIV infected patient (epoetin only)
Is the patient currently receiving zidovudine?  Yes   No  

If yes, what is the dose? _______________________________________

How long will zidovudine therapy continue?  _____________________________

What are the baseline serum erythropoietin results (dates)?

____________________________________________________________________________________

Reduction of allogeneic blood transfusion prior to surgery (epoetin only)
Elective, noncardiac, nonvascular surgery?  
Yes    
No   

Type of surgery (date of surgery)?   ___________________________________________

Patient is not willing to donate autologous blood?  
Yes     
No

_____________________________________________________________________________________

Anemia due to MDS

Physician specialty:  ( hematologist   
( oncologist   ( Other, specify:

What are the serum erythropoietin results (dates)?

_____________________________________________________________________________________

Anemia associated with chronic hepatitis C treatment
Physician specialty:  ( hepatologist   ( gastroenterologist   ( infectious disease   ( Other (specify)______

What medication(s) are being used for the treatment of chronic hepatitis C?

( peginterferon alfa-2b (Peg-Intron) 

( interferon alfa-2b (Intron)

( peginterferon alfa-2a (Pegasys) 

( interferon alfacon-1 (Infergen) 

( oral ribavirin 




( Other (specify) 

When were these therapies started?   __________________________
***CONFIDENTIALITY NOTICE*** This fax is intended for the sole use of the individual(s) to whom it is addressed, and may contain information that is privileged, confidential and exempt from disclosure under applicable law. You are hereby notified that any dissemination, duplication, or distribution of this transmission by someone other than the intended addressee or its designated agent is strictly prohibited. If you receive this fax in error, please notify immediately.
Insured





If Provider is different than MDO
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