YW WVUMedicine

WVU HOSPITALS AND UNIVERSITY HEALTH ASSOCIATES

1 Medical Center Drive, Morgantown, WV 26506

Ambrisentan Enroliment Form

FORM # (06/2024) Page 1 of 2

To E-Prescribe Send Prescription to: WVUH Specialty Pharmacy & Home Infusion

3040 University Ave, STE 1400 Morgantown, WV 26505
TODAY’S DATE:

First Name: MI: Last Name:

Address: City: State: Zip:

Birthdate: / / Sex| Mald Female Pr, red time to contact:

Home Phone: Mobile Phone: Morning (8am-12pm)
= Aftemoon (12pm-6pm)

E-mail:

Alternate Contact Name: Alternate Phone:

Relationship:

irst Name: Last Name:

Title: If NP or PA, under the direction of Dr:

NPI #: State License #:

Address: City: State: Zip:
Office contact and title: Office contact phone:

Office contact e-mail: Office fax:

Hours of operation:

Office/clinic name: Clinic/hospital affiliation:

*Not required for WVU Medicine Providers

PrlmaryICD1 (EQUIRED)

ICD 127.0 CLINICAL HISTORY
Idiopathic Heritabl| WHO Category: NYHA Functional Class:
PAH e PAH

ICD 127.21
Connective tissue WHO Group 1 HO Group 4 Class Class
disease WHO Group 2 HO Group 5 I "
Congenital heart disease WHO Group 3 Class Class
with repaired shunts I IV
Other (please specify):

Previous tried/failed Duration: Reason for discontinuation:

medications:

Weight: Height: Date recorded: Time:
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Current medications:

NKDA Known drug allergies:

Only 1 box should be checked. For female patients, please indicate the patient’s curren reproductive status below.
Female of Reproductive Potential:
Has—-=-negative pregnancy test been confirmed prior to prescribing ambrisentan?
Yes
No
OR
F e of Non-Reproductive Potential (choose one below):
Pre-Pubertal Female
Post-Menopausal Female
Other medical reasons for permanent, irreversible infertility
| certify that | have reviewed the REMS provider manual. For female patients, | have provided the
appropriate counselind and REMS materials, and | will continue to fulfill my obligations under the REMS.
REQUIRED FOR ALL Prescriber Signature: Date: / / Time:
PRESCRIBERS:

CONFIDENTIALITY NOTICE: The document(s) accompanying this transmission may contain confidential
health information that is legally privileged. This information is intended only for the use of the individual
or entity named above. The authorized recipient of this information is prohibited from disclosing this
information to any other party unless required to do so by law or regulation. If you are not the intended
recipient, you are hereby notified that any disclosure, copying, distribution or action taken in reliance on
the contents of these documents is strictly prohibited. If you have received this information in error, please
notify the sender immediately and arrange for the return or destruction of these documents.
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