< ivirg
specialty

pharmacy

Mental Health
Referral Form

Please fax completed referral form to ivira:
1(302) 499-8729

* Please contact office for questions:

(302) 499-8727

PATIENT DEMOGRAPHICS:

PATIENT NAME:

PREFERRED CONTACT #:

DATE OF REFERRAL:

GENDER: [JF Cm

SOCIAL SECURITY NUMBER:

ADDRESS:

DATE OF BIRTH:

CITY, STATE, ZIP:

PRIOR THERAPY (if any):

PRIMARY DIAGNOSIS: pPLEASE PROVIDE ICD-I0 CODE
[C1F20.9 - Schizophrenia, unspecified []F10.20 - Alcohol dependence, uncomplicated  [[JOTHER:
[C] F31 - Bipolar Affective Disorder

[C]F11.20 - Opioid dependence, uncomplicated

PRIOR THERAPY: PLEASE PROVIDE MEDICATION HISTORY
APPROX START DATE:  APPROX. END DATE: REASON FOR DISCONTINUATION:

ALLERGIES:[] NKDA

PATIENT INFORMATION:

FIRSTDOSE? []Y [N

DATE OF LAST DOSE:

NEXT DOSE DUE BY:

HEIGHT: Ft In

OTHER:

WEIGHT: Lb or Kg

D 1. INSURANCE CARD (Front & Back)

REQUIRED DOCUMENTATION: PLEASE PROVIDE A COPY OF THE FOLLOWING DOCUMENTS

MEDICATION SELECTION:

[12. MOST RECENT LABS [13. PATIENT DEMOGRAPHICS []4. H&P

(lumateperone) capsules

. ] INJECT 300 MG IM EVERY 4 WEEKS OTY: 1 SYRINGE
Abilify Mainteng ] INJECT 400 MG IM EVERY 4 WEEKS REFILLS:
ARISTADA
INITIO® INDUCTION DOSE: [] INJECT 675 MG IM ONCE QTY: 1 SYRINGE
aripiprazole lauroxil .
exteﬁdgd-relseiniectablesusnemim ] OTHER: REFILLS:_NR
441 MG: [] INJECT 441 MG IM EVERY 4 WEEKS
o 662 MG [] INJECT 662 MG IM EVERY 4 WEEKS
7o .
ARISTADA ({/ 882 MG: [] INJECT 882 MG IM EVERY 4 WEEKS QTY- 1 SYRINGE
arllpé%ralzole_laurgxn _ [] INJECT 882 MG IM EVERY 6 WEEKS REFILLS:
extended-release injectable SUSPENSION | 4 g4 MG:[] INJECT 1064 MG IM EVERY 8 WEEKS
[] OTHER:
et ] 6 MG BY MOUTH TWICE DAILY 5 .
o TY: TAB
-:-Austedo [] 9 MG BY MOUTH TWICE DAILY
[] OTHER: MG BY MOUTH TIMES DAILY
,A’ QTY: _30__TABS
CAPLYTA’ ] 42 MG BY MOUTH ONCE DAILY
REFILLS:
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MEDICATION SELECTION:
Qry: TABS
Fana P O MG BY MOUTH TIMES DAILY
(iloperidone) ¥ tablets REFILLS:
ONCE-DAILY QTY TABS
40 MG BY MOUTH ONCE DAILY —
INGREZZA |-
(Va|benazine) cap5u|es [] 80 MG BY MOUTH ONCE DAILY REFILLS:
[] 78 MG IM ONCE EVERY 4 WEEKS
N Il\llVEdGA susT ] 117 MG IM ONCE EVERY 4 WEEKS QTY: 1SYRINGE
R S, T o S [] 156 MG IM ONCE EVERY 4 WEEKS REFILLS:
[] 234 MG IM ONCE EVERY 4 WEEKS
[] 273 MG IM ONCE EVERY 12 WEEKS
) NVEGATRINZA [] 410 MG IM ONCE EVERY 12 WEEKS OTY: 1SYRINGE
paliperidone paimitate . [] 546 MG IM ONCE EVERY 12 WEEKS REFILLS.
[] 819 MG IM ONCE EVERY 12 WEEKS I
/E T Qry: TABS
brgx\piprazole [J MG BY MOUTH DAILY REFILLS:
tablets
) | [JINJECT 25 MG IM EVERY 2 WEEKS QTY: 2 SYRINGE
Risperdal” O
@, [50BMAONS Lo tion INJECT 37.5 MG IM EVERY 2 WEEKS REFILLS:
2amg, 25mg, s75me.somg | ] INJECT 50 MG IM EVERY 2 WEEKS —
|
SaphiS [] 2.5 MG BY MOUTH TWICE DAILY ory. TABS
APNKIS°esereping) | [ 5 MG BY MOUTH TWICE DAILY N
sublingual tablets 5and 10mg | [] 10 MG BY MOUTH TWICE DAILY —
V l® QTY: 1 SYRINGE
1VIitro [] INJECT 380 MG IM EVERY 4 WEEKS '
(naltrexone for extended-release REFILLS:
injectable suspension)
| O 1.5 MG BY MOUTH ONCE DAILY
Vr-ayla % | [ 3MG BY MOUTH ONCE DAILY QTY: 30 TABS
I 4.5 MG BY MOUTH ONCE DAILY .
(cariprazine) capsules [J4.5 MG BY MOUTH ONC REFILLS:

15mg-3mg-4.5mg-6my

ddddddd.

[] 6 MG BY MOUTH ONCE DAILY
[] OTHER:

PATIENT SIGNATURE:

PRESCRIBER INFORMATION:

PATIENT CONSENT & AUTHORIZATION:

| hereby authorize Ivira to contact my prescribing provider to coordinate the delivery, receipt and storage of my prescription medication for
the sole purpose of administration by my prescribing provider at my next scheduled appointment.
Signature serves as the Patient Ship Authorization.

PHYSICIAN NAME: PHONE:
OFFICE CONTACT: FAX:
ADDRESS: LICENSE #:
CITY, STATE, ZIP: NPI:

dddddddddddddds
PHYSICIAN SIGNATURE:

DATE:
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