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Hemophilia Therapy: Quantity vs. Time Documentation Form
Fill out form completely.  An incomplete form may be returned for additional information.

Date of Request: _________________________

BLUE CROSS AND BLUE SHIELD OF TEXAS (BCBSTX) MEMBER INFORMATION

FN: ___________________    LN: _____________________  DOB: ​​​​​​_____   BCBSTX ID#: ​​​_____________
Address: _________________________________________________________________________________
City: _______________________________________________ State: ______  ZIP: _________
PRESCRIBING PHYSICIAN / PROVIDER INFORMATION

First Name: ________________________________  Last Name: ___________________________________
Medical License # or DEA number: __________________________________________

Specialty:_________________________________________________________________________________

Telephone Number: ______________________________ Fax Number: _____________________________

Address: ___________________________________________________________________________________

City: _______________________________________________ State: _____________ ZIP: ____________

Prescribing Physician Signature: ______________________________________________________________

MEDICAL CONCERN:
Please provide your medical rationale for the dosage associated with this patient:
________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
ADDITIONAL CLINICAL INFORMATION:
Drug Name: ______________________________________________________________________________
Usual units/ month for maintenance _______________________________________________________________
Number hemarthoses per month__________________________________________________________________
Number other severe bleeds (e.g. CNS, GI, Retroperitoneal)___________________________________________
Number peri-operative F-VIII infusions____________________________________________________________
Number ED visits/month_________________________________________________________________________
Number of hospitalizations per month_____________________________________________________________
If Inhibitor use, document the following:

BU level and date of last titer_____________________________________________________________

BU type and quantity____________________________________________________________________ 
Date of first observation/visit___________________________Date of last observation/visit___________________

Prior Physician if new patient______________________________________________________________________

Is prescription refillable?_______________Number of refills per prescription_____________________________ 
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