
Patient Information Physician  Information 

Patient Name:      Physician Name:      

DOB:                               Sex:   M   F   Lic#        NPI:      

Address:      Address:      

City/State/Zip      City/state/zip:      

Phone:      Phone                      Fax:      

Alt Phone:           Office Contact :                                 ext: 

 

Insurance Information:  

Primary Insurance:      Secondary Insurance:       

Subscriber:       Subscriber:       

ID#:       ID#:       

Group Policy:       Group Policy:       

Phone:       Phone:       

Employer:       Employer:       

 

Prescription:      DOSE/Directions: 

 

Genotropin®(Somatropin DNA Origin) 

 

 

________________ mg Cartridge  

Sig: _______    _______________________refill 

  

Humatrope® (somatropin DNA origin) 

 5-mg powder vial with diluent 

 

 6mg Cartridge      12 mg Cartridge      24 mg Cartridge      

Quantity _____Sig: ____                                q ____         weeks _____________    refills 

 

Norditropin® (somatropin DNA origin) 

 

 5mg/1.5ml pen           15 5mg/1.5ml pen 

 10 5mg/1.5ml pen    30mg/3ml                                                   

Quantity _____Sig: ____                                q ____         weeks _____________    refills 

Ominitrope® (somatropin DNA origin)  

 5-.8 mg powder vial    5mg Cartridge      10 mg Cartridge      

Sig: __________________ q ___________________ refills______________ 

 Saizen® (somatropin DNA origin)  5mg powder vial with diluent 

 8.8 mg powder vial with diluent 

 8.8 mg Cartridge 

Sig: __________________ q ___________________ refills______________ 

Serostim® (somatropin DNA origin) 

 

 4mg powder vial with 1ml diluent 

 5 mg powder vial with 1ml diluent  

 6 mg powder vial with 1ml diluent 

Sig: __________________ q ___________________ refills______________ 

Tev-Tropin® (somatropin DNA origin)  5mg powder vial with diluent 

Sig: _______ q __________Months __________refills 

Zorbtive® (somatropin DNA origin)  

 8.8 mg powder vial with diluent 

Sig: _______ q __________Months __________refills 

(write in additional RX)       

 

HGH/Turner’s/Prader Willi/Idopathic Referral 

Advanced Pharmacy  

& Respiratory Care  

                   Solutions  

   

“Personalized Specialty Healthcare”

 26611 Cabot Rd.  

  Laguna Hills, CA 92653    

Diagnosis/Statement of Medical Necessity: (please include all relevant  

Documentation when faxing) 

 

 

Signature: ___________________________                             Date: ______________________                       

 

Fax to 949-582-6111 
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