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KALBITOR Start Form: Prescription
Please Fax To: 1-888-806-4829

Patient Demographic & Health Insurance Information 

Last Name: _______________________________________ First Name: ____________________________________  Middle Name: ____________________________________

                                                     Social Security Number
Date of Birth: ______________   (last 4 digits): _______________    Gender:        M           F        Preferred Language         English        Other: ___________________________ 
                                                     
Street Address: _____________________________________________________ City: _____________________ State: __________________ ZIP Code: ________________

Home #: _______________ Work #: _______________ Cell #: _______________ Email Address: __________________________________ Best time to contact: _________

Alternate Contact/Caregiver: _______________________________________  Relationship to Patient: ______________________________  Phone: ___________________

      Patient does not have health insurance

Primary Health Insurance Company:  _______________________ Policy/ID Number:  _____________  Group Number: _____________ Ins. Company Phone: ____________

Subscriber Name (please include first and last):  ________________________________________________________ Subscriber Date of Birth: __________________________

Secondary Insurance Company: _______________________  Policy/ID Number:  ________________  Group Number:  __________  Ins. Company Phone: ______________

Subscriber Name (please include first and last):  ________________________________________________________ Subscriber Date of Birth: __________________________

Prescription Drug Insurer  __________________________________________ Rx Bin: _________________ Rx ID Number: _____________  Rx Group Number:  ___________

Rx PCN: ______________________________________________________________________ Rx Pharmacy Help Desk Phone: ________________________________________

Prescriber Information

Prescriber Name (Last, First): ______________________________________ Practice Name: _______________________  Specialty: ________________________________

Tax ID Number: __________________________  NPI Number: __________________________ License Number: __________________ DEA Number: __________________

Street Address: ________________________________________________ City: ____________________ State: ___________________ ZIP Code: _____________________

Phone: _________________________________  Fax: _________________________________  Email Address: _______________________________________________________

Hospital Affiliations:  ____________________________________________________________________________________________________________________________________

Primary					           Office                       		               Office Contact
Office Contact: __________________________________  Contact Phone #:  _______________________  Email Address: _______________________________________________

Diagnosis Information & Statement of Medical Necessity

Primary Diagnosis: ICD-9 277.6 Other deficiencies                Hereditary Angioedema          Type 1          Type 2          Unknown Type     Date of Diagnosis: _________________
of circulating enzymes; hereditary angioedema

Diagnosis Confirmed Through Lab Testing:             Frequency of Attacks (total number over the last 12 months): ________________________________________________
      C1 level            C4 level           No       
                                                                                   Other Current HAE Medications: ________________________________________________________________________               
                    yes

KALBITOR Prescription and Shipment Location

Prescription Type:                    Ship to Patient’s home                                                             Drug Allergies
     New Start            Refill        Ship to other location: ____________________________          NKDA         Drug Allergies: ________________________________________

									                   NDC: 47783-0101-01        Refill : ______ Times

By signing below, I certify that (a) the above therapy is medically necessary, (b) I will not sell or bill for any free product received in my office for patients from the KALBITOR 
Patient Assistance Program, (c) I appoint KALBITOR Access solely to convey on my behalf to the pharmacy dispensing the above named patient’s prescription described 
herein, (d) I have reviewed the KALBITOR Medication Guide with the patient named on this KALBITOR Start Form: Prescription and Action Plan.

X _____________________________________________________________________________________________________________     Date: ________________________
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Prescription: Dispense KALBITOR 30 mg (administered as 3 separate 1-mL 
subcutaneous injections) for PRN treatment of acute attacks of hereditary 
angioedema (HAE). Dispense 2 dose supply.
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