\ .
e Wellspring Health

INFUSION CENTER

Please fax completed forms to Wellspring Health at (563) 900-8290

Patient Mamaa: DOR: Phone:

Patient Status: | Mew to Therapy [ Continuing Therapy  Next Treatment Date:

Diagnosis:

I:lJ Pure hypercholesterclemia, unspecified (ICD-10: EV8.00) ﬂ} ®
I:lJ Familial hypercholesterolemia (ICD-10: E7V8.01) i’j!@ L E QVI o
I:IJ Mixed hyperlipidemia (ICD-10: ETE.2) (Incl ISIFHH) ggi\.;gh i

I:IJ Hyperlipidemia, unspecified (ICD-10: EVE.5)
DJASCHD w/o angina pectoris (ICD-10: 125.10)
O other: ICD-10:

Patient Weight: Ibs. (required) Allergies:

Legvio - choose one:
EIJZBdmg subcutaneously initially, at 3 months, and then every & months (initial start) x 1 year

DJEBdmg subcutaneously every 6 months x 1 year

Lab Orders: Lab Fregquency:

Required labs to be drawn by: | Paragon O Referring Provider

Other orders:

By b ng thisk Toerm and uti [2ing OUF servicas, you e Suthofizing Pavagan Heaithoars, e and it am@liyess 1o Sanse &6 yoUF pRor authon zation and specially pharmacy designated
Sgant in dealing with medical and prascriplion NEURancs COMpan ks, and to selert tha praferad site of cara Tar the Datiant.

Provider Mame: Signature: Date:

Provider NPI: Phone: Fax: Contact Person:

0 Opt out of Paragon selecting site of care (if checked, please list site of care):

1550 University Avenue Dubuque, IA 52001
Fax: (563) 900-8290 Call: (563) 900-8300 Email: info@wellspringhlth.com




