1 ONCOLOGY REFERRALFORM A-J

T Albertsons XEMEDCART £\ Albertsons  SAFEWAY().  VONS  ACME

(W& [ Companics
Specialty Care SRECTETTY|P HARMACY shaws star)l. PAVILIONS CARRS () Randatts TowThumbs
c Patient Name: DOB: Sex: D M D F
o O Phone: Cell Phone: Email Address:
€ + Address: City: State: Zip:
0 g ICD-10 Diagnosis Code: Diagnosis:
T = Allergies (please note reaction): [ Jiatex
o Q Current Medications: (list here or attach a medication list):
C

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT’S INSURANCE CARD - BOTH SIDES
MEDICATION | STRENGTH DIRECTIONS QUANTITY m

. [ 130 tablets
[] Anastrozole Img Tab Take 1tablet by mouth once daily.
[] tablets
c
65 ] []30 tablets
— = [ ]exemestane 25mg Tab Take 1tablet by mouth once daily after a meall.
"6'_ = [] tablets
omm O
e
s £
° 2
L —_—
[JFulvestrant 500mg/10mL solution L] Inject 500mg intramuscularly on days 1,15, 29 then monthly thereafter. vials
Treatment History: []New to Therapy [JContinuation of Therapy
Prescriber Name:
State License #: DEA #: NPI:
c Additional Contact Person Name:
© O Group orHospital: : Phone:
L 5 Fox Email Address:
i O Address: City: State: Zip:
o £
g =
& "g Prescriber Signature:
= Product Substitution Permitted Dispensed as Written Date
The prescriber is to comply with state specific prescription requirements such as e-prescribing, state specific prescription form, fax language, etc. Non-
compliance with state specific requirements could result in outreach to the prescriber.
C
>.2 [Oshiptopatient  [Iship to Prescriber/Clinic ~ []Pick up at Albertsons Companies Pharmacy — Date Medication Needed:
00
2 £ Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and
© = use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
QO « dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication
C inerror, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

. _ _ . _771_ E-Scribe Information:
Phone' 877 770 4633 | Fax: 877 77] 4633 MedCart Specialty Pharmacy « 32131 Industrial Rd.
www.albertsons.com/specialtycare Livonia, MI 48150 « NCPDP 2374445 « NPI 122534322



1

ONCOLOGY REFERRALFORM K-L

T Albertsons Y . Gx)  Albertsons  SAFEWAY VONS ACME
CEMEDCART 22 (S ]
Specia]ty Care SRELIETTY [PHARMACY shaws$ star)f. PAVILIONS CARRS Q) Raudatts TomThumb
c Patient Name: DOB: Sex: D M D F
- O Phone: Cell Phone: Email Address:
c g Address: City: State: Zip:
0 E ICD-10 Diagnosis Code: Diagnosis:
T = Allergies (please note reaction): [ Jiatex
o Q Current Medications: (list here or attach a medication list):
C

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT'S INSURANCE CARD - BOTH SIDES

MEDICATION STRENGTH DIRECTIONS QUANTITY m

L ‘:’)%Tvgg?r?gg\z/ed L] Administer 200mg via intravenous infusion every 3 weeks over
[keytrud for reconstitution 80 minutes.
eytruda ;
(pembrolizumab) ] / o Vials
]soc?lu?gn‘?rTl [ ] pediatrics: At 2mg/kg (max. 200mg), administer mg via
single-dose vial intravenous infusion every 3 weeks over 30 minutes.V
[ ] Take 600mg (3 tablets) by mouth once daily for 21 days followed by
7 days off treatment. [ 63 tablets
D Take 400mg (2 tablets) by mouth once daily for 21 days followed by
g g [ kisqali (ribociclib) 200mg Tab 7 days off treatment. [[] 42 tablets
55
= CE) [ ] Take 200mg (1 tablet) by mouth once daily for 21 days followed by (21 tablets
O = 7 days off.
@ o
2 ¢
o — [ Jtake Kisqali 600mg (3 tablets) by mouth once daily for 21 [ o1 tablets (one
consecutive days followed by 7days off treatment and take Femara 600mg/2.5mg
2.5mg (1 tablet) by mouth once daily continuously for a 28-day cycle. | yose paci()
[ kisqali Femara 200mg Tab/ [ JTtake Kisgalli 400mg (2 tablets) by mouth once daily for 21 [ ]70 tablets (one
Co-pack (ribociclib consecutive days followed by 7 days off treatment and take Femara 400mg/2.5mg
and letrozole) 2.5mg Tab 2.5mg (1 tablet) by mouth once daily continuously for a 28-day cycle. | dose pack)
[ ] take Kisqali 200mg ( tablet) by mouth once daily for 21 [_]49 tablets (one
consecutive days followed by 7 days off treatment and take Femara 200mg/25mg
2.5mg (1 tablet) by mouth once daily continuously for a 28-day cycle. dose pack)
[ ]take 1tablet by mouth once daily. [J30tablets
D Letrozole 2.5mg Tab D 60 tablets
[ ]take 1tablet by mouth twice daily. ] tablets
Treatment History: [INew to Therapy [JContinuation of Therapy
Prescriber Name:
State License #: DEA #: NPI:
c Additional Contact Person Name:
© O Group orHospital: : Phone:
L 5 Fox Email Address:
i O Address: City: State: Zip:
o £
g =
& O prescriber Signature:
£ Product Substitution Permitted Dispensed as Written Date
The prescriber is to comply with state specific prescription requirements such as e-prescribing, state specific prescription form, fax language, etc. Non-
compliance with state specific requirements could result in outreach to the prescriber.
C
>.2 [Oshiptopatient  [Iship to Prescriber/Clinic ~ []Pick up at Albertsons Companies Pharmacy — Date Medication Needed:
L Re]
2 £ Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and
© = use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
[a) e dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication
C inerror, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

Phone: 877-770-4633 | Fax: 877-771-4633 E-Scribe Information:

. MedCart Specialty Pharmacy « 32131 Industrial Rd.
www.albertsons.com/specialtycare Livonia, MI 48150 « NCPDP 2374445 « NPI 122534322



1 ONCOLOGY REFERRAL FORM M-Z2

A Abertsons XEMEDCART A\ Albertsons  SAFEWAY().  VONS  ACME

Specialty Care STV PUARMACY  shawuS stardl. PAVILIONS CARRS () Randatts TowThumb

Patient Name: DOB: Sex: D M D F
Phone: Cell Phone: Email Address:
Address: City: State: Zip:
ICD-10 Diagnosis Code: Diagnosis:
Allergies (please note reaction): [ Jiatex
Current Medications: (list here or attach a medication list):

Patient
Information

Comorbidities: (list here or attach a list):

INSURANCE INFORMATION - FAX COPY OF PATIENT'S INSURANCE CARD - BOTH SIDES
MEDICATION STRENGTH DIRECTIONS QUANTITY m

[ rake 100 " | (240 capsules
T th twi ily.
[ Rydapt (midostaurin) []25mg cap axe mg bY routh twice daily (1120 capsules
U take 50mg twice daily.
D ___capsules
D 56 tablets
50mg Tab Take 1tablet by mouth twice daily.
D gta Y Y D tablets
[] 100mg Tab Take 1tablet by mouth twice daily. [ ]56 tabets
tablets
[ ]verzenio (abemaciclib)
g g L] 150mg Tab Take 1tablet by mouth twice daily. % 56 toblet;l
S s tablets
20 0
= 56 tablets
[%} 200mg Tab Take 1tablet by mouth twice daily.
0 5 u 9 Y Y ] tablets
O «—
= C
o = [ ]250mg Tab
L] Zytiga (abiraterone) Take mg by mouth once daily without food. L] tablets
D 500mg Tab
[ ]30 tablets
Take 1tablet by mouth once daily with food.
D WITH prednisone 5mg Tab D axe ftablet by mouth o .ce cu.y with oo D 60 tablets
[ ] take 1 tablet by mouth twice daily.
[]___ tablets
Other Medication:
Treatment History: [INew to Therapy [JContinuation of Therapy
Prescriber Name:
State License #: DEA #: NPI:
c Additional Contact Person Name:
© O Group orHospital: : Phone:
L 5 Fox Email Address:
i O Address: City: State: Zip:
Q0 £
g =
& O prescriber Signature:
£ Product Substitution Permitted Dispensed as Written Date
The prescriber is to comply with state specific prescription requirements such as e-prescribing, state specific prescription form, fax language, etc. Non-
compliance with state specific requirements could result in outreach to the prescriber.
C
>.2 [Oshiptopatient  [Iship to Prescriber/Clinic ~ []Pick up at Albertsons Companies Pharmacy — Date Medication Needed:
L Re]
2 £ Confidentiality Warning: The information contained in this facsimile message is privileged and confidential information intended only for the review and
© = use of the individual or entity to which it is addressed. If the reader of this message is not the intended recipient, you are hereby notified that any disclosure,
[a) 8 dissemination, distribution or copying of this communication of the information contained herein is strictly prohibited. If you have received this communication
C inerror, please immediately notify sender by telephone, and destroy the original documents.

It's as simple as caring.

. _ _ . _771_ E-Scribe Information:
Phone' 877 770 4633 | Fax: 877 77] 4633 MedCart Specialty Pharmacy « 32131 Industrial Rd.
www.albertsons.com/specialtycare Livonia, MI 48150 « NCPDP 2374445 « NPI 122534322



