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PATIENT NAME: DOB: MEDICAID ID NUMBER:
PRESCRIBER NAME: NP1 #:

OFFICE PHONE: ( ) OFFICE FAX NUMBER: ( )

HEPTITIS C AGENT REQUESTED: WEEKS:

CLINICAL INFORMATION:

a. IS THIS REQUEST FOR: INITIAL TREATMENT RE-INFECTION RE-TREATMENT

b. HEP C MEDICATION HISTORY

a.  MEDICATION: DOSE: DATE TX INITIATED: / / WEEKS:
b.  MEDICATION: DOSE: DATE TX INITIATED: / / WEEKS:
o MEDICATION: DOSE: DATE TX INITIATED: / / WEEKS:

c. IF PATIENT FAILED MEDICATION DESCRIBE ADVERSE DRUG EVENT:

d. OTHER RELEVANT CLINICAL INFORMATION:

e. DATE OF INITIAL DIAGNOSIS OF HEPATITIS C: / /

f. GENOTYPE: (REQUIRED FOR VOSEVI® OR NON-PREFERRED AGENTS):

PRESCRIBER ATTESTATION AND SIGNATURE DATE

BY SIGNATURE, THE PRESCRIBER CONFIRMS S/HE IS AUTHORIZED TO PRESCRIBE THIS MEDICATION BY RI MEDICAID AND THE CRITERIA
INFORMATION ABOVE IS ACCURATE, VERIFIABLE BY CLIENT RECORDS AND AVAILABLE FOR REVIEW UPON REQUEST. FURTHER, PROVIDER
ACKNOWLEDGES S/HE WILL PROVIDE TO EOHHS POST TREATMENT CLINICAL DATA INCLUDING VIRAL LOAD AS REQUESTED BY EOHHS.
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