A

BlueCross BlueShield
of Illinois

PRIOR AUTHRIZATION: Synagis® (palivizumab)
PATIENT NEEDS SYNAGIS ON/OR BEFORE THIS DATE:

Delivery location: O MD office O Patient home Q Clinic
Coordinate nursing: Q Yes O No

Agency: Phone:

Patient Information sician Information
Patient last name: Patient first name: Middle init: Practice name: Prescriber's name:
Street address: Prescriber's State License #: DEA #: UPIN #:
City: State: Zip: Synagis Contact Name: Phone #: Fax #:
DOB: GA: Address: City:
Birth weight (kg/Ib): Current birth weight (kg/Ib): State: Zip:
Blue Cross Identification #: Blue Cross Group #:

Gender: Q Male Q Female

DOB 10/1/2006 or later and medical therapy for CLD

Supplemental O2 therapy,
Bronchodilators,

Diuretics, and/or
Corticosteroids, after 4/1/2007

OO0 0D

FIRST Season RSV Prophylaxis Prior Authorization Synagi alivizumab
D <28 Weeks' GA | D 29 - 32 Weeks' GA
and DOB 10/1/2006 or later and DOB 4/1/2007 or later
D 32-35 Weeks GA The following risk factors are for data collection only, are not part of the American
and DOB 4/1/2007 or later and two additional AAP risk factors Academy of Pediatrics Guidelines for RSV prophylaxis, and are not used for coverage.

O School-age siblings O Low birth weight (<2500 g)

O Daycare attendance O Crowded living conditions

QO Exposure to environmental air pollutants O Multiple birth

O Severe neuromuscular disease 0 Family history of asthma

O Congenital abnormalities of the airways Q Other
g Chronic lung disease (CLD) d Congenital heart disease (CHD)

DOB 10/1/2006 or later and hemodynamically significant heart disease including but

not limited to:
QO Moderate to severe pulmonary hypertension, or
O Congestive heart failure, or
Q Cyanotic heart disease/hypoxia, or
O Anticipated surgery during the RSV season requiring cardiopulmonary bypass

SECOND Season RSV Pro

a Chronic lung disease (CLD)

DOB 10/1/2005 or later and medical therapy for CLD

Supplemental O2 therapy,
Bronchodilators,

Diuretics, and/or
Corticosteroids) after 4/1/2007.

oD oo

laxis Prior Authorization S i alivizumab
ad Congenital heart disease (CHD)
DOB 10/1/2005 or later and hemodynamically significant heart disease including but
not limited to:

O Moderate to severe pulmonary hypertension, or

O Congestive heart failure, or

O Cyanotic heart disease/hypoxia, or

O Anticipated surgery during the RSV season requiring cardiopulmonary bypass

Prescription Information

Physician Signature:

0 Synagis® (palivizumab) kit 50mg and/or 100mg vials, needles & syringes. Sig: Inj 15 mg/kg IM every 28 days

Date:

=9

BlueCross BlueShield
of Hlinois

For orders through McKesson Specialty, fax to: 1-877-222-4139

For orders through MedMark Inc., fax to: 1-888-325-6544

CONFIDENTIALITY STATEMENT: This communication is intended for the use of the individual or entity to which it is addressed and may contain information that is privileged, confidential
and exempt from disclosure under applicable law. If the reader of this communication is not the intended recipient or the employee or agent responsible for delivery of the communication, yor
are hereby notified that any dissemination, distribution or copying of this communication is strictly prohibited.

If you have received this communication in error, please notify us immediately by telephone

Revised 9/18/2007



