REQUEST FOR RENAGEL/FOSRENOL

DATE: __________________

(NOTE:  ALL INFORMATION MUST BE COMPLETED AND LEGIBLE)


Patient’s Name:





Patients SSN:





Patient’s mailing address:					Telephone number:








Patent has: Medicare____ Medicaid_____ Private Insurance with RX Coverage____





Is the Patient compliant in taking his/her medication?





What other avenues of therapy have been exhausted and are ineffective?





 1.Patient’s calcium phosphorus product must be 72 or greater, (AND/OR)


 2.calcium level must be 10.5 or greater while off vitamin D analog.


 3. A copy of the patient’s lab report must be returned with this form.





Nephrologist’s Name:


Mailing address:








Telephone number: _________________________Fax number: __________________________





Patient’s Pharmacy:


Pharmacy mailing address:








Telephone number________________________Fax number_____________________________





Social Worker’s name:


Mailing address:








Telephone number__________________________Fax number___________________________





NEPHROLOGIST’S SIGNATURE:











Revised  06/02/05








Approval Signature___________________________








Denial Signature_______________________________








