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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/Arise Health Plan
	From:
	

	Fax:
	1-877-357-5722
	Phone:
	

	Date:
	
	Pages:
	


Neupogen (filgrastim injection)
[image: image1.emf]
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:      

Neupogen NDC:_________________

Indication for Neupogen:  




( Acute Myelogenous Leukemia (AML)

( Severe chronic neutropenia 

( Neutropenia associated with HIV or AIDS
( Myelodysplastic syndrome (MDS)

( Aplastic anemia



( Medication-induced (non-chemotherapy) neutropenia 

( Acute Lymphocytic Leukemia (ALL) 

( Radiation injury

( Acute Promyelocytic Leukemia (APL)

( Radiation therapy

( Peripheral blood progenitor cell (PBPC) mobilization in cancer patient 



( PBPC mobilization in healthy donor

( Cancer patient post autologous PBPC transplant

( Cancer patient on myelosuppressive chemotherapy 

( Bone marrow transplant in patient with nonmyeloid malignancy  ( ( autologous or  ( allogeneic 

( Other (specify and provide physician speciality)_________________________

Has the patient previously been receiving Neupogen?  

Yes  
No

Absolute neutrophil count (ANC) and complete blood count (CBC) (dates):  

Is the ANC increasing, decreasing, anticipated to decrease, or stable?____________________________

Is the patient receiving concomitant chemotherapy and radiation therapy?  
Yes  
No

_____________________________________________________________________________________

Cancer patient receiving myelosuppressive chemotherapy
Is the malignancy nonmyeloid?  

Yes  
No
       

Cancer diagnosis and date diagnosed:

Chemotherapy regimen with dates and duration:  

Is the patient receiving myelosuppressive anti-cancer drugs that are associated with a significant incidence of severe neutropenia with fever AND is the risk of febrile neutropenia at least 20% based on the chemotherapy regimen?  
Yes  
No

If no, does the patient have any of the following risk factors? 

( Aged ≥ 65 years



( Previous episode(s) of febrile neutropenia

( Pre-existing neutropenia


( Bone marrow with tumor involvement

( Open wounds or active infection

( Recent surgery

( Poor performance status


( Poor renal function

( Poor nutritional status


( Liver dysfunction, especially elevated bilirubin

( History of previous chemo or radiation therapy 

( Other serious comorbidities as determined by the physician (specify):

If no to the above, has the patient had a neutropenic complication from prior chemotherapy and did not receive prophylaxis with a colony stimulating factor (CSF) (e.g., Neupogen, pegfilgrastim [Neulasta], or sargramostim [Leukine]) and a reduced dose may compromise treatment outcome?:  
Yes    
No

If no, does the patient have febrile neutropenia AND is at high risk for infection associated with complications OR has had one of the following factors that predict clinical deterioration?

( Age greater than 65 years

( Uncontrolled primary disease

( Pneumonia



( Invasive fungal infection

( Hypotension and multiorgan dysfunction (sepsis syndrome)

( Neutropenia expected to be > 10 days in duration

( Profound (ANC < 0.1 x 109/L) neutropenia (ANC < 100 mcl)

( Hospitalization at the time of the development of fever

( Other clinically documented infections (specify): 

_____________________________________________________________________________________
Patient undergoing PBPC mobilization or post-PBPC transplantation

Is the patient a healthy donor?  

Yes   
No

If this is a cancer patient, give the cancer diagnosis:

Does the cancer patient have a history of being a poor mobilizer?  
Yes    
No  

If this is for post-PBPC transplantation, was it autologous?  
Yes    
No

Is Neupogen being used under a transplant-center protocol?  
Yes    
No   
If yes, provide the protocol.

_____________________________________________________________________________________

Severe chronic neutropenia

What is the diagnosis:  
( Cyclic neutropenia   

( Idiopathic neutropenia   

( Congenital neutropenia (e.g., Kostmann’s syndrome, Shwachmann-Diamond syndrome, myelokathexis)

Have other diseases associated with neutropenia been ruled out?  
Yes   
No  

_____________________________________________________________________________________

Neutropenia associated with HIV or AIDS
Is the patient neutropenic?  

Yes   

No   

If yes, have medications that cause neutropenia been assessed for discontinuation, dose reduction or possible alteration?   
Yes  
No   

Please explain what has been done.

____________________________________________________________________________________

MDS
Will Neupogen be used short-term for MDS?   
Yes   
No  

Anticipated duration of therapy with Neupogen:

___________________________________________________________________________________

Aplastic anemia
Is the patient severely neutropenic?  
Yes    
No

Does the patient have a severe systemic infection that is not responding to intravenous antibiotics and anti-fungal drugs?  
Yes    
No  

___________________________________________________________________________________

Medication-induced (non-chemotherapy) neutropenia (agranulocytosis)
Medication(s) believed to have caused neutropenia:  

Has this medication been discontinued?  
Yes   
No

___________________________________________________________________________________________

Radiation injury
Give the estimated whole body or significant partial body exposure that the patient experienced:

( At least 3 Grays in adults aged < 60 years

( At least 2 Grays in children (aged < 12 years)

( At least 2 Grays in adults aged ≥ 60 years OR in those who have major trauma injuries or burns

If exposure does not match any of the above, please explain.

____________________________________________________________________________________

Radiation therapy
Is the patient also receiving chemotherapy?   Yes    No

_____________________________________________________________________________________

Please document any other information you would like to be considered for this review.
***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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