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Drug Name (select from list of drugs shown):  

  
 

Patient Name: 

Patient ID:   

Patient DOB: Patient Phone: 

Prescriber Name: 

Prescriber Address: 

City: State: Zip: 

Prescriber Phone: Prescriber Fax:  

Diagnosis: ICD Code(s): 

 
 

 

Please circle the appropriate answer for each question. 

1 Does the patient have a diagnosis of chronic iron overload due to blood transfusions? 

[If no, then skip to question 3.] 
Yes No 

2 Does the patient have a pretreatment serum ferritin level greater than 1000 micrograms 

per liter?  

[No further questions.] 

Yes No 

3 Does the patient have a diagnosis of NON-transfusion-dependent thalassemia syndrome 

and chronic iron overload? 
Yes No 

 

Comments:                      
 

 

By signing this form, I attest that the information provided is accurate and true as of this date and that the 

documentation supporting this information is available for review if requested by the health plan. 

Prescriber (or Authorized) Signature: ______________________________      Date:___________________ 

 


