| INTRAUTERINE DEVICE REFERRAL FORM SHIP Ellgzﬁ“_”be' Office
Prescriber, please sign and fax completed form to 713.704.3841 TO: er

Specialty Pharmacy

For questions, please call 281.698.6100

Patient Information **Please include copy of prescription and medical insurance card, front and back**
Patient Name: Date of Birth:

Street Address: Phone:

City, State, Zip: Allergies:

Prescriber Information

Prescriber Name: NPI:

Specialty: Phone:

Office Street Address: Fax:

City, State, Zip: Office Contact:

Patient Medical Information **Please include copies of any pertinent clinical notes and lab work **

[0 Z30.430 - Encounter for insertion of intrauterine contraceptive device Date of last menses:
1 N92.0 - Excessive and frequent menstruation with regular cycle
1 N92.4 - Excessive bleeding in the premenopausal period

Diagnosis (ICD-10):

[ Other Insertion date (if scheduled):
Prescription Information Instructions Quantity
(1 Kyleena
(levonorgestrel-releasing [ To be inserted one time by prescriber (intrauterine) #1 No Refills

intrauterine system) 19.5 mg

U] Mirena
(levonorgestrel-releasing [J To be inserted one time by prescriber (intrauterine) #1 No Refills

intrauterine system) 52 mg

1 Skyla
(levonorgestrel-releasing [ To be inserted one time by prescriber (intrauterine) #1 No Refills
intrauterine system) 13.5 mg

Prescriber Signature (No Stamps Permitted)

By signing below, | authorize Memorial Hermann Specialty Pharmacy to serve as my designated agent, if needed, to initiate and execute any applicable
authorization processes with medical and prescription insurance companies. To prohibit generic substitution write “brand necessary” or “brand medically
necessary” on the face of the prescription in your own handwriting.

Prescriber’s Signature : Date:

Confidentiality Notice — Warning: Unauthorized interception of this fax communication could be a violation of federal and state law. The documents accompanying this fax transmission may contain information that is
legally privileged. The information is intended only for use by the recipient. You are hereby notified that any disclosure, copying, distribution, or taking of any action on the contents of this faxed information is strictly
prohibited. If you have received this information in error, please immediately notify sender by telephone to arrange for the return of the original documents.
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