Xifaxan Enrollment Form

gebelieveRX

[0 New Patient

Phone (865) 214-6672 9627 Countryside Center Lane Knoxville, TN 37931 Fax (865) 999-7825 NPI 1053876896
Patient Information:
Patient Name: DOB SSN Phone Number
Address: City State Zip
Sex: [1 Male [1Female Weight: kg/lbs. Height: cm/in
Allergies:
linical Information: Please include diagnosis name with ICD-10 Code
ICD-10 Code: Diagnosis: Previous Therapy: More Information about previous
therapy:
[ K72.91 Hepatic Encephalopathy
[ K58.00 Irritable Bowel Syndrome
[ rR19.7 Traveler’s Diarrhea
[ other:
Prescription Information:
Indication: Dose/Strength | Directions Quantity Refills
[ Hepatic [1550mg 550 mg by mouth twice daily U #60
Encephalopathy
[ 1Bs-D [1550mg 550mg by mouth three times a day for 14 days [ #42
O Traveler's [1200mg 200mg by mouth three times daily for 3 days 0#9
Diarrhea
Doctor Information:
Prescribers Name NPI# Phone# Fax#
Address City State Zip
DEA#
Prescribers Signature Date

1authorize believeRX to act as an agent to initiate and execute the prior authorization for this prescription and future fills of the same prescription for the patient

listed above.

I understand that | can revoke this designation at any time by providing written notice to believeRX.
Confidentiality Statement: This message is intended only for the individual or entity to which it is assressed. It contains material that is confidential, privileged

property

or exempt from disclosure under applicable law. If you are not the named Addressee you should not disseminate, distribute or copy this fax. Please notify the

sender

immediately if you have received this document in error and then destroy this document immediately.




