
 

 

        
Bleeding Disorder Enrollment Form 
Fax: 888-688-3593    Phone: 866-436-4376   

 

Brand names are tthe property of their respective owners. 
 
CONFIDENTIAL HEALTH INFORMATION: Healthcare information is personal information related to a person’s healthcare. It is being faxed to you after appropriate authorization or under circumstances that don’t require authorization. You are 
obligated to maintain it in a safe, secure, and confidential manner. Re-disclosure of this information is prohibited unless permitted by law or appropriate customer/patient authorization is obtained. Unauthorized re-disclosure or failure to maintain 
confidentiality could subject you to penalties described in federal and state laws. 
 
IMPORTANT WARNING: This message is intended for the use of the person or entity to whom it is addressed and may contain information that is privileged and confidential, the disclosure of which is governed by applicable law. If the reader of this 
message is not the intended recipient, or the employee or agent responsible for delivering it to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this information is STRICTLY PROHIBITED. If you have 
received this message in error, please notify us immediately.  
                                                                                                                                                                                                                                        ©2010 Walgreen Co. All rights reserved. HC13401-0610 

Treatment Setting Home by:  Patient/caregiver         Walgreens nurse          Other: ________________ Referral date: _______________________ 
Need by date/time: ___________________  MD office          Walgreens treatment site          Other: ______________________ 

Patient 
Information 
Please type or print 
clearly. 
(OR fax demographic 
sheet) 

Name: 
DOB:  Gender: Language: 

Address: 
City: State: ZIP: 
Home phone w/area code: Alternate phone w/area code: 
Caregiver name(s): Caregiver relationship: 
Emergency contact name: Phone: 

Medical Insurance 
Information 
Please attach a copy 
of card if possible. 
(OR fax front and back of 
medical and prescription 
cards) 

Primary insurance: Cardholder name/DOB: Cardholder employer: 
ID#: Group#: Phone: 
Secondary insurance: Cardholder name/DOB: Cardholder employer: 
ID#: Group#: Phone: 
Prescription card: Phone: 
ID#: Group#: BIN#: PCN#: 

Prescriber 
Information 
(Unless on faxed Rx) 

Name:  
Address: City: State: ZIP: 
Phone w/area code: Fax w/area code: 
NPI: LIC: Supervising name if CPNP or PA: 

Medical History  286.0- Congenital factor VIII disorder (Hemophilia A) 
 286.2- Congenital factor XI deficiency (Hemophilia C) 
 286.4- von Willebrand disease (Circle type: 1, 2A, 2B, 2M, 

2N, 3) 
 286.9- Unspecified coagulation defects

 286.1- Congenital factor IX disorder (Hemophilia B) 
 286.3- Deficiency of other clotting factors (Circle: I, II, V, VII, X, XII, XIII) 
 286.7- Acquired coagulation factor deficiency 
 Other- Please indicate ICD9-CM code(s):______________________ 

     Description: _____________________________________________
Baseline factor percent: ________  Target joint(s)  No  Yes ______________   Inhibitor:  No    History    Current _______BU/mL 
Inhibitor protocol: _________________________________________________________________________________________________    
DNR/Advance directive status:   Received     N/A     Hep B, Hep C, HIV or TB positive? (circle) Date chest x-ray ___________________ 
Drug allergies: __________________________________________    Other conditions/other meds: ____________________________ 
Vascular access:  Peripheral     Port     Other __________________ Weight: _________  kg    lbs     Height: _______  cm  in 

Prescriptions 
(OR fax separately) 

 EpiPen Adult (0.3 mg) as directed for reactions, qty:1      EpiPen Jr (0.15 mg) as directed for reactions, qty:1      

Factor VIII recombinant:  Advate    Helixate FS    Kogenate FS    Recombinate    Xyntha    Other ___________________ 
                  Plasma derived:  Hemofil M    Monoclate-P   Other _____________________ 
Approximate units and directions: __________________________________________________ Dispense qty: __________ Refills: ______   

Factor VIII and von Willebrand plasma derived:  Alphanate    Humate-P    Koate-DVI    Wilate    Other ___________________ 
Approximate units  VWF    Factor VIII and directions: ___________________________________Dispense qty: ______ Refills: ______ 

Factor IX recombinant:  BeneFix     Other ___________________________ 
                Plasma derived:  AlphaNine SD    Mononine    Other _____________________ 
Approximate units and directions: __________________________________________________ Dispense qty: __________ Refills: ______   

Factor VII recombinant:  NovoSeven RT     Other ___________________________ 
Dose (mg) and directions: _______________________________________________________ Dispense qty: __________ Refills: ______   
Activated Prothrombin Complex Concentrates plasma derived:  Feiba VH     Other ___________________________ 
Approximate units and directions: __________________________________________________ Dispense qty: __________ Refills: ______   
Prothrombin Complex Concentrates plasma derived:  Bebulin VH     Profilnine SD     Other ___________________________ 
Approximate units and directions: __________________________________________________ Dispense qty: __________ Refills: ______   
Stimate  1 spray in  one nostril      each nostril    __________________________________ Dispense qty: __________ Refills: ______ 
Amicar   syrup       500/1000 mg tab Dose and directions: _______________________________ Dispense qty: ________ Refills: ______ 
Other  (continuous infusion, Rituxan, vancomycin, etc) ___________________________________________________________________ 
_______________________________________________________________________________________________________________ 

Line care:  Sodium chloride 0.9% 5-10ml    3-5 ml Heparin (   10 units/mL     100 units/mL)   Other:___________________________ 
  Apply 30-60 minutes prior to access  (  Emla 30 gram  LMX 30 gram)     Other:____________________________________________ 

Nursing orders:  Skilled nurse to infuse/teach mixing, infusion, self-monitoring, other aspects of care ___________________________ 
Lab orders: _____________________________________________________________________________________________________ 
Supplies:  All infusion and prevention supplies as needed and/or _________________________________________________________ 

Prescriber 
Certification 

I certify that the above therapy is medically necessary and that the information above is accurate to the best of my knowledge. 
Prescriber’s signature required: ____________________________________________________________ Date: ___________________ 


