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Patient Weight:

lbs

CBC w/diff, LFTs, Lipid Panel
(attach results)

TB test Results within 12 months 

Hep B surface antigen Results

*If TB or Hepatitis B results are positive - please provide documentation of treatment or medical clearance, and a negative CXR (TB+)

(supporting)

By affixing my signature, I confirm the medical necessity of the aforementioned therapy, products, and services, as well as my responsibility for the patient’s 
care. I have obtained consent to disclose the mentioned details and any relevant medical or patient information concerning this treatment. I grant the pharmacy permission to contact the insurance company on my behalf to secure authorization for the patient.
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