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MEDICARE FORM 

Filgrastim Precertification Request 
(Granix

®
, Leukine, Neupogen

®
, Nivestym

®
,  

Releuko
®
, Zarxio) 

For New Jersey HMO D-SNP: 
FAX:   1-833-322-0034 
PHONE:  1-844-362-0934 

For other lines of business:  
Please use other form.  

Note: Granix, Leukine, 
Neupogen, Nivestym, and 
Releuko are non-preferred. 
Zarxio is preferred.  

(All fields must be completed and legible for precertification review.) 

Please indicate:  Start of treatment: Start date 
 Continuation of therapy: Date of last treatment 

Precertification Requested By: Phone: Fax: 

A. PATIENT INFORMATION

First Name: Last Name: DOB: 

Address: City: State: ZIP: 

Home Phone: Work Phone: Cell Phone: Email: 

Patient Current Weight:  lbs or  kgs Patient Height:  inches or  cms Allergies: 

B. INSURANCE INFORMATION

Aetna Member ID #: 
Group #:
Insured: 

Does patient have other coverage?  Yes  No 
If yes, provide ID#: Carrier Name: 
Insured: 

C. PRESCRIBER INFORMATION

First Name: Last Name: (Check one): M.D. D.O.  N.P.  P.A. 

Address: City: State: ZIP: 

Phone: Fax: St Lic #: NPI #: DEA #: UPIN: 

Provider Email: Office Contact Name: Phone: 

D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
Place of Administration: 

 Self-administered  Physician’s Office  Home  
 Outpatient Infusion Center Phone:   

Center Name: 
 Home Infusion Center Phone:   

Agency Name: 
 Administration code(s) (CPT):   

Address: 

Dispensing Provider/Pharmacy: 
 Physician’s Office  Retail Pharmacy 
 Specialty Pharmacy  Mail Order 
Other:  

Name:
Address: 
Phone:  Fax: 
TIN: NPI: 

E. PRODUCT INFORMATION

 Granix (tbo-filgrastim) Dose: Directions for Use: 

 Leukine (sargramostim) Dose: Directions for Use: 

 Nivestym (filgrastim-aafi) Dose: Directions for Use: 

 Neupogen (filgrastim) Dose: Directions for Use: 

 Releuko (filgrastim-ayow) Dose: Directions for Use: 

 Zarxio (filgrastim-sndz) Dose: Directions for Use: 

F. DIAGNOSIS INFORMATION - Please indicate primary ICD code and specify any other where applicable.

Primary Indication: Other: 

G. CLINICAL INFORMATION - Required clinical information must be completed in its entirety for all precertification requests.

For All requests (clinical documentation required for all requests): 

Please indicate the patient’s absolute neutrophil count: mm3 Date obtained: 
 Does the patient have a nadir count that requires an immediate need for Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), 
Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), or Zarxio (filgrastim-sndz)? 

 Yes  No 

 Is the requested dose less than 180 mcg (0.3 mL)?  Yes  No
 Has the patient tried Zarxio (filgrastim-sndz)?  Yes  No  

 Does the patient have a contraindication to Zarxio (filgrastim-sndz)?  Yes  No 
Is the patient completing an existing chemotherapy regimen that requires current use of 
this medication to remain unchanged? 

 Yes  No  

 Will Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), or Zarxio 
(filgrastim-sndz) be used with another colony stimulating factor? 

 Yes

 Is Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), 
or Zarxio (filgrastim-sndz) part of a stem cell mobilization protocol? 

 Yes   No 

 Will Granix (tbo-filgrastim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), or Zarxio (filgrastim-
sndz) be used in combination with Leukine (sargramostim)? 

 Yes  No 

 No 

Will Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow) or Zarxio 
(filgrastim-sndz) be used in the same chemotherapy cycle as another colony stimulating factor? 

 Yes  No 

Is the patient currently receiving concomitant chemotherapy and radiation therapy?  Yes  No 
 Will Granix (tbo-filgrastim),Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow) or Zarxio 
(filgrastim-sndz) be used within 7 days of Neulasta (pegfilgrastim)? 

 Yes  No
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(All fields must be completed and legible for precertification review.) 

For New Jersey HMO D-SNP: 
FAX:   1-833-322-0034 
PHONE:  1-844-362-0934 

For other lines of business:  
Please use other form.  

Note: Granix, Leukine, 
Neupogen, Nivestym, and 
Releuko are non-preferred. 
Zarxio is preferred.  

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.

     /     /     

     /     /  

     /     /  

Continued on next page 

Patient First Name Patient Last Name Patient Phone Patient DOB 

For Initiation requests: 

Note: Granix, Leukine, Neupogen, Nivestym, and Releuko are non-preferred. Zarxio is preferred. 
Has the patient had prior therapy with Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), or 

Releuko (filgrastim-ayow) within the last 365 days? 
 Yes  No 

 Has the patient had a trial and failure, intolerance, or contraindication to Zarxio (filgrastim-sndz)?  Yes  No  
Please explain if there are any other medical reason(s) that the patient cannot use Zarxio (filgrastim-sndz). 

Granix (tbo-filgrastim): 
 Does the patient have a solid tumor or non-myeloid malignancy and will receive myelosuppressive chemotherapy associated with a clinically 
significant incidence of febrile neutropenia for primary or secondary prophylaxis? 

 Yes  No 

Leukine (sargramostim): 

 Acute myeloid leukemia 
  Is the patient receiving induction chemotherapy?  Yes

Please indicate the regimen:  
 No 

 Is the patient receiving consolidation chemotherapy?  Yes
Please indicate the regimen:  

 No 

 Adjunct to progenitor cell-transplantation [to mobilize peripheral-blood progenitor-cells (PBPC)] 
Please indicate which type of transplant and date received:  Autologous   Allogeneic  Date of transplant: 

 Advanced HIV infection 
Please indicate the myelosuppressive anti-retroviral medication the patient is receiving:  

 Is the patient neutropenic?  Yes  No 

 Bone Marrow Transplantation 
Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No 

 Is the medication being requested to reduce the duration of neutropenia and neutropenia-related infectious complications?  Yes  No  
 Is the patient undergoing myeloablative chemotherapy?  Yes

Please identify if the treatment will be followed by:  Autologous bone marrow transplantation 
 Allogeneic bone marrow transplantation  
 None 

 No  

 Congenital, cyclic or idiopathic neutropenia 
Please identify which documented type of neutropenia that patient has:  congenital neutropenia   cyclic neutropenia   idiopathic neutropenia 

   Is the patient currently symptomatic? Yes  No

 Drug- induced agranulocytosis 
Is the agranulocytosis caused by chemotherapy?  Yes  No  

Please provide the medication(s) that caused the agranulocytosis:  
 Hematopoietic Subsyndrome of Acute Radiation Syndrome (H-ARS) 

 Is the medication being requested for the treatment of radiation-induced myelosuppression following a radiological/nuclear incident?   Yes  No 

 Intermittent use in patients with myelodysplastic syndromes 
  Does the patient have symptomatic anemia?  Yes  No 

Has the patient been tested for 5q gene deletion?  Yes
Please indicate the result of the test and date obtained: Date obtained: 

 No   

  Does the patient present with other cytogenetic abnormalities?  Yes  No 
Has a serum erythropoietin test been completed?  Yes  

Please indicate the result of the test and date obtained:  Date obtained: 
 No   

 Neuroblastoma 
   Is the patient’s disease considered high-risk?   Yes  No
   Will the requested medication be used in combination with ALL of the following medications: dinutuximab (Unituxin), interleukin-2 
 (Aldesleukin), (Proleukin), isotretinoin (13-cis-retinoic acid)? 

 Yes  No

 Will the requested medication be used in combination with Naxitamab-gqgk (Danyelza)?  Yes  No  
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(All fields must be completed and legible for precertification review.) 

For New Jersey HMO D-SNP: 
FAX:   1-833-322-0034 
PHONE:  1-844-362-09347 

For other lines of business:  
Please use other form.  

Note: Granix, Leukine, 
Neupogen, Nivestym, and 
Releuko are non-preferred. 
Zarxio is preferred.  

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.

     /     /     

 /     /

     /     /

    /     /

Continued on next page 

Patient First Name Patient Last Name Patient Phone Patient DOB 

Primary prophylaxis of neutropenia 
 Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No  
Is the patient receiving myelosuppressive chemotherapy?  Yes

Please indicate the type of cancer the patient is being treated for:  
Please enter the exact chemotherapy regimen patient is currently being treated with:  

 No

What is the expected percentage of febrile neutropenia incidence from the chemotherapy regimen? 
 0-9% (Low risk)  10-19% (Intermediate risk)  20% or greater  (high risk) 

  Is the patient considered to be at high risk for chemotherapy-induced febrile neutropenia infectious complications?  Yes 
Please indicate which of the following reasons that categorizes the patient to be at high risk: 

 Active infections  Age greater than or equal to 65 years  Bone marrow compromise 
 Bone marrow involvement by tumor producing cytopenias  Open wounds   Persistent neutropenia  Poor nutritional status 
 Poor performance status  Previous chemotherapy  Previous radiation therapy  Previous episodes of FN 
 Recent surgery 
 Other serious co-morbidities:  Cardiovascular disease   HIV infection  Liver dysfunction  Renal dysfunction 
Other- Please explain: 

 No 

 Secondary prophylaxis of neutropenia 
  Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No 

Did the patient experience a febrile neutropenic complication from a prior cycle of chemotherapy?  Yes 
Please indicate the neutropenic complication the patient experienced from the prior cycle of chemotherapy: 
Neutropenic complication: 
Please indicate the prior cycle of chemotherapy that the patient received with the neutropenic complication:  

 No

 Did the patient experience a dose-limiting neutropenic event (a nadir or day of treatment count impacting the planned dose of  
chemotherapy) from a prior cycle of similar chemotherapy? 

 Yes

 Was the patient treated with the same dose and schedule planned for current cycle?  Yes  No

Did the patient receive primary prophylaxis against febrile neutropenia?  Yes  No   

 No 

 Therapeutic use in a high-risk, febrile neutropenic patient 
Please indicate which of the following prognostic factors pertains to the patient: 

 Age greater than 65 years 
 Being hospitalized at the time of the development of fever 

Please provide date of hospitalization: 
 Invasive fungal infection   

Provide type of fungal infection and date infection occurred: Date: 
 Pneumonia  

Please provide date of pneumonia infection:
 Prior episodes of febrile neutropenia 
 Prolonged neutropenia 

 Is the prolonged neutropenia expected to last greater than 10 days?  Yes   No  
 Profound neutropenia 
 Sepsis syndrome 
 Other 

Please explain:  

Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), Zarxio (filgrastim-sndz): 

Acute lymphoblastic leukemia (ALL) 
 Has the first days of chemotherapy been completed?  Yes  No  
 Is this the initial induction of chemotherapy?  Yes  No
Is this the first post-remission course of chemotherapy?  Yes  No  

Please provide the chemotherapy regimen and date started: Regimen:  Date started: 

 Acute myeloid leukemia 
 Is the patient receiving induction chemotherapy?  Yes 

Please indicate the regimen:  
 No 

 Is the patient receiving consolidation chemotherapy?  Yes
Please indicate the regimen:  

 No  

  Is the patient receiving chemotherapy for relapsed or refractory disease?  Yes
 Relapsed disease   Refractory disease 

Please indicate the regimen:  

 No 
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(All fields must be completed and legible for precertification review.) 

For New Jersey HMO D-SNP: 
FAX:   1-833-322-0034 
PHONE:  1-844-362-0934 

For other lines of business:  
Please use other form.  

Note: Granix, Leukine,  
Neupogen, Nivestym, and 
Releuko are non-preferred. 
Zarxio is preferred. 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.

     /     /     

     /     /  

     /     /  

Continued on next page 

Patient First Name Patient Last Name Patient Phone Patient DOB 

 Adjunct to progenitor cell-transplantation [to mobilize peripheral-blood progenitor-cells (PBPC)] 

Please indicate which type of transplant and date received:  Autologous  Allogeneic Date of transplant: 

 Advanced HIV infection 
Please indicate the myelosuppressive anti-retroviral medication the patient is receiving:  

 Is the patient neutropenic?  Yes  No 

 Bone Marrow Transplantation 
 Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No  
 Is the medication being requested to reduce the duration of neutropenia and neutropenia-related infectious complications?  Yes  No 
Is the patient undergoing myeloablative chemotherapy?  Yes

Please identify if the treatment will be followed by:  Autologous bone marrow transplantation 
 Allogeneic bone marrow transplantation  
 None 

 No 

 Congenital, cyclic or idiopathic neutropenia 
Please identify which documented type of neutropenia that patient has:  congenital neutropenia  cyclic neutropenia  idiopathic neutropenia 

 Is the patient currently symptomatic?  Yes   No  
Is Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow),  
or Zarxio (filgrastim-sndz) being requested for chronic administration to reduce the incidence and duration of sequelae of neutropenia  
(e.g., fever, infections, oropharyngeal ulcers)? 

 Yes  No 

 Chronic Myeloid Leukemia 
Does the patient have resistant neutropenia?  Yes  No 

  Is the neutropenia secondary to use of any of the following medications?  Yes
 Bosulif (bosutinib) Gleevec (imatinib)  Iclusig (ponatinib)  Sprycel (dasatinib)   Tasigna (nilotinib) 

 No 

 Drug- induced agranulocytosis 
 Is the agranulocytosis caused by chemotherapy?  Yes  No  

Please provide the medication(s) that caused the agranulocytosis:  

 Glycogen storage disease (GSD) type 1 
 Does the patient have a low neutrophil count?  Yes  No 

 Hairy Cell Leukemia 

Does the patient have clinical evidence of neutropenic fever following chemotherapy?  Yes  No  

 Increase dose intensity chemotherapy regimens 
Is the patient being treated in a setting in which clinical research demonstrates that dose-intensive therapy produces improvement in 
disease control?

 Yes 

Please indicate the type of cancer the patient is being treated for:  
Please enter the exact chemotherapy regimen patient is currently being treated with:  

 No 

What is the expected percentage of febrile neutropenia incidence from the chemotherapy regimen? 
 0-9% (Low risk)  10-19% (Intermediate risk)  20% or greater  (high risk) 

 Is the patient considered to be at high risk for chemotherapy-induced febrile neutropenia infectious complications?  Yes  
Please indicate which of the following reasons that categorizes the patient to be at high risk: 

 Active infections   Age greater than or equal to 65 years  Bone marrow compromise 
 Bone marrow involvement by tumor producing cytopenias   Open wounds  Persistent neutropenia  Poor nutritional status 
 Poor performance status  Previous chemotherapy   Previous radiation therapy   Previous episodes of FN 
 Recent surgery 
 Other serious co-morbidities:  Cardiovascular disease  HIV infection  Liver dysfunction   Renal dysfunction 

 Other- Please explain: 

 No  

 Intermittent use in patients with myelodysplastic syndromes 
  Does the patient have symptomatic anemia?  Yes  No 
 Has the patient been tested for 5q gene deletion?  Yes 

Please indicate the result of the test and date obtained: Date obtained: 
 No  

 Does the patient present with other cytogenetic abnormalities?  Yes  No
Has a serum erythropoietin test been completed?  Yes  

Please indicate the result of the test and date obtained: Date obtained: 
 No 

 Lymphoma 
 Is there clinical evidence that the patient is being treated with curative chemotherapy (e.g.  (R- CHOP ) rituximab, cyclophosphamide,  
doxorubicin, vincristine, prednisone) or more aggressive regimens? 

 Yes 

Please indicate the patient’s chemotherapy regimen: 

 No  
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(All fields must be completed and legible for precertification review.) 

For Medicare Advantage Part B: 
FAX:   1-844-268-7263 
PHONE: 1-866-503-0857 

For other lines of business:  
Please use other form.  

Note: Granix, Leukine, 
Neupogen, Nivestym, and 
Releuko are non-preferred. 
Zarxio is preferred. 

G. CLINICAL INFORMATION  (continued) – Required clinical information must be completed in its entirety for all precertification requests.

     /     /     

 /     /

     /     /

     /     /

Patient First Name Patient Last Name Patient Phone Patient DOB 

 Primary prophylaxis of neutropenia 
 Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No  
 Is the patient receiving myelosuppressive chemotherapy?  Yes 

Please indicate the type of cancer the patient is being treated for:  
Please enter the exact chemotherapy regimen patient is currently being treated with:  

 No 

What is the expected percentage of febrile neutropenia incidence from the chemotherapy regimen? 
 0-9% (Low risk)   10-19% (Intermediate risk)  20% or greater  (high risk) 

 Is the patient considered to be at high risk for chemotherapy-induced febrile neutropenia infectious complications?  Yes  
Please indicate which of the following reasons that categorizes the patient to be at high risk: 

 Active infections   Age greater than or equal to 65 years  Bone marrow compromise 
 Bone marrow involvement by tumor producing cytopenias  Open wounds   Persistent neutropenia  Poor nutritional status 
 Poor performance status  Previous chemotherapy  Previous radiation therapy  Previous episodes of FN 
 Recent surgery 
 Other serious co-morbidities:  Cardiovascular disease   HIV infection  Liver dysfunction   Renal dysfunction 

 Other- Please explain: 

 No  

 Radiation therapy alone 
 Are prolonged delays in radiation therapy expected due to neutropenia?  Yes  No 

 Secondary prophylaxis of neutropenia 
 Does the patient have a documented diagnosis of non-myeloid malignancy?  Yes  No  

  Did the patient experience a febrile neutropenic complication from a prior cycle of chemotherapy?  Yes 
Please indicate the neutropenic complication the patient experienced from the prior cycle of chemotherapy: 
Neutropenic complication: 
Please indicate the prior cycle of chemotherapy that the patient received with the neutropenic complication:  

 No 

  Did the patient experience a dose-limiting neutropenic event (a nadir or day of treatment count impacting the planned dose of  
chemotherapy) from a prior cycle of similar chemotherapy? 

 Yes 

 Was the patient treated with the same dose and schedule planned for current cycle?  Yes  No  
Did the patient receive primary prophylaxis against febrile neutropenia?  Yes  No 

 No

 Therapeutic use in a high-risk, febrile neutropenic patient 
Please indicate which of the following prognostic factors pertains to the patient: 

 Age greater than 65 years 
 Being hospitalized at the time of the development of fever 

Please provide date of hospitalization: 
 Invasive fungal infection   

Provide type of fungal infection and date infection occurred: Date:
 Pneumonia 

Please provide date of pneumonia infection:
 Prior episodes of febrile neutropenia 
 Prolonged neutropenia 

 Is the prolonged neutropenia expected to last greater than 10 days?  Yes  No 
 Profound neutropenia 
 Sepsis syndrome 
 Other 

Please explain: 

 Treatment of high-risk neuroblastoma 
 Treatment for radiation injury 

Please indicate the radiation dose that caused the injury: grays (Gy) 
For Continuation requests: 

 Is this continuation request a result of the patient receiving samples of Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), 
Nivestym (filgrastim-aafi), Releuko (filgrastim-ayow), or Zarxio (filgrastim-sndz)? 

 Yes  No 

 Is the patient continuing to respond to Granix (tbo-filgrastim), Leukine (sargramostim), Neupogen (filgrastim), Nivestym (filgrastim-aafi), Releuko 
(filgrastim-ayow), or Zarxio (filgrastim-sndz) therapy? 

 Yes  No  

H. ACKNOWLEDGEMENT

Request Completed By (Signature Required): Date: 

Any person who knowingly files a request for authorization of coverage of a medical procedure or service with the intent to injure, defraud or deceive any 
insurance company by providing materially false information or conceals material information for the purpose of misleading, commits a fraudulent 
insurance act, which is a crime and subjects such person to criminal and civil penalties. 

The plan may request additional information or clarification, if needed, to evaluate requests. 

GR-69389-7 (1-23)


	MEDICARE FORM Filgrastim Precertification Request (Granix, Leukine, Neupogen, Nivestym, Releuko, Zarxio) 
	A. PATIENT INFORMATION
	B. INSURANCE INFORMATION
	C. PRESCRIBER INFORMATION
	D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
	E. PRODUCT INFORMATION
	F. DIAGNOSIS INFORMATION
	G. CLINICAL INFORMATION
	H. ACKNOWLEDGEMENT

	Indicate CB: 
	1: Off
	5: Off

	Indicate T: 
	2: 
	3: 
	4: 
	6: 
	7: 
	8: 

	Request by T: 
	Phone T: 
	Fax T: 
	Patient Info T: 
	3: 
	4: 
	5: 
	6: 
	8: 
	9: 
	11: 
	13: 
	14: 
	15: 
	16: 
	17: 
	1: 
	2: 
	7: 
	2a: 

	Insurance Info T: 
	1: 
	2: 
	3: 
	6: 
	7: 
	8: 

	Insurance Info CB: 
	4: Off
	5: Off

	Presc Info T: 
	1: 
	2: 
	7: 
	8: 
	9: 
	10: 
	11: 
	12: 
	13: 
	14: 
	15: 
	16: 
	18: 
	17: 
	0: 
	1: 


	Presc Info CB: 
	3: Off
	4: Off
	5: Off
	6: Off

	Provider Admin CB: 
	1: Off
	2: 
	0: Off
	1: Off

	3: Off
	6: Off
	9: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off

	Provider Admin T: 
	4: 
	5: 
	7: 
	8: 
	10: 
	0: 
	0: 

	1: 
	0: 
	0: 



	16: 
	17: 
	0: 
	1: 

	18: 
	19: 
	20: 
	0: 

	21: 

	Product Info CB: 
	0: 
	0: Off
	1: Off
	2: Off
	3: 
	0: Off
	1: 
	0: Off
	1: Off




	Product Info 1: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 



	Product Info 2: 
	0: 
	0: 
	1: 
	2: 
	3: 
	0: 
	1: 
	0: 
	1: 




	Diagnosis T: 
	1: 
	2: 

	Diagnosis CB: 
	1a: Off

	Clinical T: 
	1: 
	2: 
	3: 
	4: 
	33: 
	39: 
	42: 
	50: 
	72: 
	81: 
	89: 
	103: 
	104: 
	128: 
	134: 
	135: 
	149: 
	162: 
	170: 
	177: 
	180: 
	185: 
	193: 

	Clinical CB: 
	5: Off
	6: Off
	7: Off
	8: Off
	9: Off
	10: Off
	11: Off
	12: Off
	15: Off
	16: Off
	17: Off
	19: Off
	20: Off
	21: Off
	22: Off
	18: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	29: Off
	30: Off
	31: Off
	32: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	40: Off
	41: Off
	43: Off
	44: Off
	45: Off
	49: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	58: Off
	59: Off
	60a: Off
	61a: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	85: Off
	86: Off
	87: Off
	88: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	105: Off
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	127: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: Off
	142: Off
	143: Off
	144: Off
	148: Off
	151: Off
	155: Off
	156: Off
	157: Off
	158: Off
	159: Off
	160: Off
	161: Off
	163: Off
	164: Off
	165: Off
	166: Off
	167: Off
	168: Off
	169: Off
	174: Off
	175: Off
	176: Off
	178: Off
	179: Off
	181: Off
	182: Off
	183: Off
	184: Off
	186: Off
	187: Off
	188: Off
	192: Off
	194: Off
	195: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	231: Off
	303: Off
	304: Off
	306: Off
	309: Off
	310: Off
	312: Off
	313: Off
	350: Off
	99b: Off

	Clinical PG2 T: 
	46: 
	47: 
	48: 
	82: 
	83: 
	84: 
	90: 
	91: 
	92: 
	145: 
	146: 
	147: 
	150: 
	152: 
	153: 
	154: 
	171: 
	172: 
	173: 
	150a: 
	150b: 
	189: 
	190: 
	191: 
	237: 
	238: 
	262: 
	268: 
	276: 
	283: 
	289: 
	290: 
	314: 
	323: 
	324: 
	338: 
	353: 
	356: 

	Clinical PG2 CB: 
	196: Off
	203: Off
	204: Off
	205: Off
	206: Off
	207: Off
	208: Off
	209: Off
	210: Off
	211: Off
	212: Off
	213: Off
	214: Off
	215: Off
	216: Off
	217: Off
	218: Off
	219: Off
	220: Off
	221: Off
	222: Off
	223: Off
	224: Off
	225: Off
	226: Off
	227a: 
	228: Off
	229: Off
	230: Off
	232: Off
	233: Off
	234: Off
	235: Off
	236: Off
	239: Off
	240: Off
	241: Off
	242: Off
	243: Off
	244: Off
	245: Off
	246: Off
	247: Off
	248: Off
	249: Off
	250: Off
	251: Off
	252: Off
	253: Off
	254: Off
	255: Off
	256: Off
	257: Off
	258: Off
	259: Off
	260: Off
	263: Off
	264: Off
	265: Off
	266: Off
	267: Off
	272: Off
	273: Off
	274: Off
	275: Off
	280: Off
	281: Off
	282: Off
	261: Off
	284: Off
	285: Off
	286: Off
	287: Off
	288: Off
	291: Off
	292: Off
	293: Off
	294: Off
	295: Off
	296: Off
	297: Off
	298: Off
	299: Off
	300: Off
	301: Off
	302: Off
	305: Off
	307: Off
	308: Off
	311: Off
	315: Off
	316: Off
	317: Off
	318: Off
	319: Off
	320: Off
	321: Off
	322: Off
	325: Off
	326: Off
	327: Off
	328: Off
	329: Off
	330: Off
	331: Off
	332: Off
	333: Off
	337: Off
	342: Off
	346: Off
	347: Off
	348: Off
	349: Off
	351: Off
	354: Off
	355: Off
	357: Off
	358: Off
	359: Off
	360: Off

	Signed Date T: 
	228: 
	229: 
	230: 
	269: 
	270: 
	271: 
	277: 
	278: 
	279: 
	334: 
	335: 
	336: 
	339: 
	340: 
	341: 
	343: 
	344: 
	345: 

	Clinical CB57: Off
	Clinical PG2 CB352: Off


