NUCALA (MEPOLIZUMAB)
better INJECTION ORDERS

INFUSIONS
P: 331-236-0610 | F: 331-314-8989

Name: DOB: Gender: o Female o Male
Address: City: State: ZIP:

Phone: Email: Height: o inches ocm Weight: olbs.o kg
Allergies:

Diagnosis Code ICD-10 (required): Diagnosis Description:

Patient Status: o New to Therapy o Continuing Therapy Next Treatment Date:
Prescriber Name: Phone: Fax:
Office Contact: Email:
Address: City: State: ZIP:
NP1 #: DEA##: Tax ID:
Primary Insurance: Policy #: Group #:
Secondary Insurance: Policy #: Group #:
Drug Dosing Refills

o 100mg subcutaneously every 4 weeks

o x 1year
Nucala. o 300mg subcutaneously every 4 weeks v
(mepolizumab) u}

o Other:

Other orders:

Lab Orders: Frequency:
Required labs to be drawn by: o LIVbetter o Referring Provider

As required by your state, Prescriber to check “Dispense as written” or handwrite “Brand Medically Necessary” and sign to prevent generic substitution., [ Dispense as written

Prescriber Signature: X Date:

patients@livbetter.care 255 Town Square, Wheaton, IL 60189



COMPREHENSIVE SUPPORT FOR
NUCALA (MEPOLIZUMAB) THERAPY

INFUSIONS

PATIENT INFORMATION

Name:

REQUIRED DOCUMENTATION FOR REFERRAL PROCESSING & INSURANCE APPROVAL
0 Include signed and completed order(MD/prescriber to complete page 1)

O Include patient demographic information and insurance information
O Include patient’s medication list
0O Supporting clinical notes to include any past tried and/or failed therapies, intolerance,
benefits, or contraindications to conventional therapy
oPlease indicate any tried and failed therapies (if applicable):
oCorticosteroids
oLong acting beta 2 agonist
oLong acting muscarinic antagonist

glmmunosuppressants (EGPA)
oDoes the patient have a history of 2 exacerbations requiring a course of oral/

systemic corticosteroids, hospitalization or an emergency room visit within a

DOB:

12-month period? o Yes o No
oDoesthe patient have an ACQ score consistently greater than 1.5 or ACT score

consistently less than 120 (asthma)? o Yes o No
0 Include labs and/or test results to support diagnosis
o Does patient have a baseline peripheral blood eosinophil level of = 150 cells/mcL
within the past 6 weeks (asthma, COPD, EGPA) or = 1000 cells/mcL within 4 weeks
(HES)? o Yes o No (attach CBC)

o FEV1 score (if applicable):
O Is the patient or caregiver able to administer Nucala for self-administration?

0 Yeso No If no, please state reason:
0 Other medical necessity:




