C@j Cabenuva Referral Form

Fax: (984) 370-2352

BIUHaven Phone: (984) 370-2350
HEALTH Email: connect@bluhaven.com

Patient Information

Name: DOB:

Address: Phone Number:

City: State: Zip Code:

Email: Weight: O lbs Okgs

Allergies: O NKDA O

Required Documentation Insurance Card | History & Physical | Patient Demographics | Most Recent Labs | Medication List

Primary Diagnosis

[0 G35 Multiple Sclerosis

O Z21 Asymptomatic HIV infection status
O Other:

Order Information

Lab Orders (Include frequency)
Please list any labs to be drawn by the infusion clinic:

Pre-Medications
M Per infusion clinic protocol: There are no recommended standard pre-meds for Cabenuva

O Provider Prescribed:

Primary Medication Order

O MONTHLY DOSING: Cabenuva (600mg cabotegravir / 9goomg rilpivirine) IM x 1 dose, followed by Cabenuva 400mg / 600mg IM
monthly thereafter (First dose to be given on the last day of current antiretroviral therapy or oral lead-in.)

O EVERY 2-MONTH DOSING: Cabenuva (600mg cabotegravir / 9oomg rilpivirine) IM monthly x 2 doses, followed by Cabenuva 600mg /
9oomg IM every 2 months thereafter. (First dose to be given on the last day of current antiretroviral therapy or oral lead-in.)

O Other:

*[0 Check here if utilizing oral lead-in (referring provider to prescribe and manage). Start date of oral lead-in:

First Dose: O Yes [ No M Refill x12 months unless otherwise noted:

Adverse Reaction & Anaphylaxis Orders
M Administer acute infusion reaction and anaphylaxis medications per BluHaven Healths’ protocol (see BluHaven.com for policy)

O Other: Please fax other reaction orders if checking this box.

Provider Information

Name: Office Contact:

Address:

City: State: Zip Code:
Phone Number: Fax Number:

Email: NPI:

| authorize BluHaven Health and its representatives to act as an agent to initiate and execute the insurance prior authorization process for this order and any future related
orders for the patient listed above.

Provider Signature Date

Provider Order Form v.12.24 © BluHaven Health
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