® For Medicare Advantage Part B:
' alet n a MEDICARE FORM Phone: 1-866-503-0857 (TTY: 711)
Remicade”® (infliximab) Injectable FAX: 1-844-268:-7263

For other lines of business:

Medication Precertification Req uest Please use other form.
Page 1 of 5 Note: Remicade is preferred for MA
(All fields must be completed and legible for precertification review.) plans. Preferred status for MAPD
Please indicate: O Start‘of trgatment: Start date / / gI:: :g:;ir:)e: (l;)a:aseelgv(\:.n ndication.
[ Continuation of therapy: Date of last treatment / /
Precertification Requested By: Phone: Fax:
First Name: Last Name:
Address: City: | State: | ZIP:
Home Phone: |Work Phone: Cell Phone:
DOB: Allergies: Email:
Current Weight: Ibs or kgs Height: inches or cms

B. INSURANCE INFORMATION

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

C. PRESCRIBER INFORMATION

First Name: Last Name: (Check One): [1M.D.1D.O.IN.P.JP.A.
Address: City: | State: | ZIP:
Phone: | Fax: |t Lic #: NPI #: DEA #: |UPIN:
Provider Email: Office Contact Name: Phone:
D. DISPENSING PROVIDER/ADMINISTRATION INFORMATION
Place of Administration: Dispensing Provider/Pharmacy:
[] Self-administered  [] Physician’s Office [ Physician’s Office  [] Retail Pharmacy
[] Outpatient Infusion Center Phone: [] Specialty Pharmacy [] Mail Order

Center Name: [] Other:
[J Home Infusion Center Phone: N .

ame:

Agency Name:
[ Administration code(s) (CPT): Address:
Address: City: State: ZIP:
City: State: ZIP: Phone: Fax:
Phone: Fax:
TIN: PIN: TIN: PIN:
NPI: NPI:

E. PRODUCT INFORMATION - Please select the medication being requested
Request is for: Remicade (infliximab) Dose: Frequency: HCPCS Code:
F. DIAGNOSIS INFORMATION - Please indicate primary ICD Code and specify any other where applicable.

Primary ICD Code: Secondary ICD Code: Other ICD Code:

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

For Initiation Requests (clinical documentation required for all requests):

Note: Remicade, Inflectra, Entyvio,Simponi Aria and unbranded infliximab are the preferred products for MA plans. For MAPD plans, Remicade, Inflectra, Entyvio, and
unbranded infliximab are preferred for ulcerative colitis and Enbrel, Humira, Kevzara, Otezla, Rinvoq, Skyrizi, Stelara, Tremfya and Xeljanz/Xeljanz XR are preferred for
other indications. Preferred products vary based on indication.
[dYes [ONo Has the patient had prior therapy with Remicade (infliximab) within the last 365 days?
[JYes [1No Has the patient had a trial and failure, intolerance, or contraindication to any of the following? (select all that apply)

[J Enbrel (etanercept) [] Humira (adalimumab) [] Kevzara (sarilumab) [] Otezla (apremilast) [] Rinvog (upadacitinib)

[J Skyrizi (risankizumab-rzaa) [] Stelara (ustekinumab) [] Tremfya (guselkumab) [ Xeljanz/Xeljanz XR (tofacitinib)
Please explain if there are any other medical reason(s) that the patient cannot use any of the following preferred products when indicated for the patient’s
diagnosis (select all that apply)

[J Enbrel (etanercept) [] Humira (adalimumab) [] Kevzara (sarilumab) [] Otezla (apremilast) [] Rinvog (upadacitinib)

[ Skyrizi (risankizumab-rzaa) [] Stelara (ustekinumab) [] Tremfya (guselkumab) [ Xeljanz/Xeljanz XR (tofacitinib)

[dYes [ONo Wil Remicade (infliximab) be used concomitantly with apremilast, tofacitinib, or other biologic DMARDSs (e.g., adalimumab, certolizumab)?

Yes [[]No Has the patient been tested for TB with a PPD test, interferon-release assay (IGRAs) or chest x-ray within 6 months of initiation a
biologic therapy?

(check all that apply): (] PPD test [ interferon-gamma assay (IGRA) [ chest x-ray

Please enter results of the TB test: [] positive [] negative [] unknown

If positive, Does the patient have latent or active TB? [] latent [] active

If latent TB, [] Yes [] No Will TB treatment be started before initiation of therapy with Remicade (infliximab)?

Continued on next page
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® For Medicare Advantage Part B:
'aietna MEDICARE FORM Phone: 1-866-503-0857 (TTY: 711)

Remicade” (infliximab) Injectable FAX: ~1:842-208-7263

. . g . For other lines of business:
Medication Precertification Request Please use other form.
Page 2 of 5

Note: Remicade is preferred for MA
(All fields must be completed and legible for precertification review.) plans. Preferred status for MAPD

plans varies based on indication.
See section G.

Patient First Name Patient Last Name Patient Phone Patient DOB

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

Ankylosing Spondylitis and Other Spondyloarthropathies
Please select which of the following applies to the patient: [ ] Ankylosing spondylitis [] Other spondyloarthropathy
[dYes [ No Is there evidence that the disease is active?
[dYes [1No Is there evidence of inflammatory disease?
Yes [[JNo Has the patient had an ineffective response to two or more non-steroidal anti-inflammatory drugs (NSAIDs)?
Please provide the names and length of treatment:
NSAID #1:
NSAID #2:
Behcet’s Disease
Yes []No Isthe disease refractory to corticosteroids or immunosuppressive drugs?
Please indicate: [] corticosteroids [] immunosuppressive drugs
Please provide the name of drug tried:
Behcet’s Uveitis
[JYes [1No Is the disease refractory?

Chronic Cutaneous/Pulmonary Sarcoidosis

Yes [JNo Has the patient remained symptomatic despite treatment with steroids?

Please provide the daily dose of steroids: Dose: mg

[1Yes [INo Has the patient remained symptomatic despite treatment with immunosuppressants?

Please select: [] azathioprine [] cyclophosphamide [] methotrexate [ Other, please explain:
Crohn’s Disease

Yes [JNo Does the patient have a diagnosis of fistulizing Crohn’s disease?
Please indicate how long the patient has been diagnosed with fistulizing Crohn’s disease:
[dYes [JNo Does the patient have a diagnosis of Crohn’s disease?
Please indicate the severity of the patient’s disease: [] mild [] moderate [] severe

Yes [1No Does the patient have a documented diagnosis of active Crohn’s disease?

Please select all signs/symptoms that apply:
[J abdominal pain [] arthritis [] bleeding [] diarrhea [ internal fistulae [] intestinal obstruction
[ megacolon [] perianal disease [] spondylitis [] weight loss [] None of the above

Yes [1No Have the Crohn’s disease symptoms remained active despite treatment with 6-mercaptopurine, azathioprine,
or corticosteroids?

Please check all medications that apply: [] 6-mercaptopurine [] azathioprine
[ corticosteroids- please identify: [] prednisone [] hydrocortisone [] methylprednisolone [] Other:

Hidradenitis Suppurativa
Please indicate the stage of hidradenitis suppurativa: [] Hurley stage | (mild disease) [ Hurley stage Il (moderate disease)
[J Hurley stage IlI (severe disease) [ Unknown
[JYes [JNo Has the patient completed a trial of antibiotics?
[ Yes [[] No Does the patient have a contraindication to oral antibiotics?

Yes [] No Was the treatment with antibiotics ineffective?
Please indicate the duration of the medication trial: (] Less than 1 month [] 1 month
[ 2 months [] 3 months (90 days) or greater
Immune Checkpoint Inhibitor-Induced Toxicities

Please indicate therapy used:
[JCTLA4

Please select drug: [] ipilimumab [] Other:
[ PD-1

Please select drug: [] nivolumab [] pembrolizumab [] Other:
[J PD-L1

Please select drug: [] atezolizumab [] avelumab [] durvalumab [] Other:
[ Other

Please explain:
[JYes [1No Do the immune checkpoint inhibitor-induced toxicities persist despite discontinuation of immune checkpoint inhibitors that target CTLA-4 or

PD-1/PD-L1 (e.g., atezolizumab, ipilimumab, nivolumab, pembrolizumab)?

Please indicate the toxicity, (check all that apply):

[ Cardiac  Which life-threatening immune checkpoint inhibitor-induced cardiac toxicities does the patient have?
Please select: [] arrhythmias [] impaired ventricular function [] myocarditis [] pericarditis
[ Colitis Please indicate the severity of the immune checkpoint inhibitor-induced colitis. [] mild [] moderate [] severe
Please indicate which of the following symptoms the patient exhibits: [] 7 or more stools per day over baseline [] ileus [] fever [] None
Yes [] No Has the patient been treated with corticosteroids?
Please indicate the corticosteroid name:

[ Yes [] No Did the patient show improvement after 48 hours of corticosteroids?

Continued on next page
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For other lines of business:

Medication Precertification Request Please use other form.

Page 3 of 5 Note: Remicade is preferred for MA

(All fields must be completed and legible for precertification review.) plans. Preferred status for MAPD
plans varies based on indication.
See section G.

Patient First Name Patient Last Name Patient Phone Patient DOB

G. CLINICAL INFORMATION (continued) — Required clinical information must be completed in its entirety for all precertification requests.
Please indicate the toxicity, (check all that apply):

[J Elevated serum creatinine/acute renal failure
Please indicate the severity of the disease:

[] Severe (creatinine greater than 3 times baseline or greater than 4 mg/dL)

[] Life-threatening (creatinine greater than 6 times baseline; dialysis indicated)

[J None of the above

Yes []No Has the patient been treated with corticosteroids?
Please indicate the name and length of therapy: Name: Length: [] Less than 1 week [] 1 week or greater

[ Yes []No Did the creatinine level remain greater than 2 to 3 times above baseline after 1 week of treatment with corticosteroids?
[ Inflammatory arthritis

[ Yes [1No Does the patient have refractory or severe disease? [] refractory disease [] severe disease

[ Yes [1No Is the patient responding to corticosteroids or anti-inflammatory agents? [] anti-inflammatory agents [] corticosteroids
[J Pneumonitis

Please indicate the severity of the disease: [ ] mild [] moderate [] severe

Yes [J No Has the patient been treated with corticosteroids for pneumonitis?
Please indicate the corticosteroid name:

[ Yes []No Did the patient show improvement after 48 hours of corticosteroids?
Juvenile Idiopathic Arthritis (Juvenile Rheumatoid Arthritis)
Please indicate the severity of the patient’s disease: [] mild [] moderate [] severe
[JYes [1No Does the patient have clinical documentation of polyarticular juvenile idiopathic arthritis (JRA)?
[JYes [No Isthere evidence that the disease is active?

Noninfectious Uveitis
Yes [1No Was the treatment with corticosteroids ineffective?
Please indicate the corticosteroid name:

Yes [JNo Was the treatment with immunosuppressive drugs (e.g., azathioprine, cyclosporine, or methotrexate) ineffective?
Please provide the name:

Yes [JNo Does the patient have a documented intolerance to corticosteroids or immunosuppressive drugs?
Please indicate the drug(s) the patient has intolerance to: [] corticosteroids [] immunosuppressive drugs
[JYes [1No Does the patient have a documented contraindication to corticosteroids or immunosuppressive drugs?
Please indicate the drug(s) the patient has contraindication to: [] corticosteroids [] immunosuppressive drugs
Plaque Psoriasis
Please indicate the severity of the patient’s disease: [] mild [] moderate [] severe
[JYes [JNo Isthere evidence that the disease is active?
[dYes [JNo Is there clinical documentation of chronic disease?
Yes []No Is the patient a candidate for systemic therapy or phototherapy?
Please select: [] phototherapy [] systemic therapy [] phototherapy and systemic therapy
Please provide the patient’s Psoriasis Area and Severity Index (PASI) score:
Please indicate the percentage of body surface area affected by plaque psoriasis: %
[JYes [JNo Does the plaque psoriasis involve sensitive areas? If yes, please select: [] hands []feet []face [] genitals
Yes No Was the trial with systemic conventional DMARD(s) (e.g., methotrexate, acetretin, or cyclosporine) ineffective?
[ Yes [1No Was the trial with systemic conventional DMARD(s) not tolerated?
[ Yes [1No Are systemic conventional DMARDs contraindicated?
Please select: [] acetretin [] cyclosporine [] methotrexate [] mycophenolate [] None of the above
Yes No Was the trial with phototherapy ineffective?
[ Yes [ No Was the trial with phototherapy not tolerated?
[JYes [ No Is phototherapy contraindicated?
Please check all that apply: [] Psoralens (methoxsalen, trioxsalen) with UVA light (PUVA)
[J UVB with coal tar or dithranol
[J UVB (standard or narrow-band)
[J Home UVB
[J None of the above

Please indicate the length of trial: [] Less than 1 month [ 1 month [] 2 months [] 3 months or greater

Continued on next page
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Remicade” (infliximab) Injectable FAX:  1:842-208-7263
. . g . For other lines of business:
Medication Precertification Request Please use other form.

Page 4 of 5 Note: Remicade is preferred for MA
(All fields must be completed and legible for precertification review.) plans. Preferred status for MAPD
plans varies based on indication.
See section G.

Patient First Name Patient Last Name Patient Phone Patient DOB

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

[JYes [1No Is there evidence that the disease is active?

Yes [[JNo Does the patient have axial psoriatic arthritis?

Yes [J No Was the treatment with 2 or more non-steroidal anti-inflammatory drugs (NSAIDs) ineffective?
Please provide the names and length of treatment:
NSAID #1:

NSAID #2:

Yes [JNo Does the patient have non-axial psoriatic arthritis?
O Yes CIN

o Does the patient have severe disease at presentation, defined as severe disability at onset with erosive disease involving
multiple joints?

[ Yes No Was the treatment with methotrexate ineffective?

Yes [] No Was treatment with methotrexate not tolerated or contraindicated?

Please select: [] not tolerated [] contraindicated
Yes [1No Was treatment with another conventional DMARD ineffective?
g Please select: [] cyclophosphamide [] cyclosporine
[J hydroxychloroquine [] leflunomide

[ sulfasalazine [] Other, please explain:
Pyoderma Gangrenosum

[OdYes [JNo Does the patient have a documented diagnosis of refractory pyoderma gangrenosum?

Reactive Arthritis (Reiter’s syndrome) or Inflammatory Bowel Disease Arthritis (Enteropathic Arthritis)

Please select which applies to the patient: [] reactive arthritis (Reiter's syndrome) [] inflammatory bowel disease arthritis (enteropathic arthritis)
[ Yes No Was the treatment with methotrexate ineffective?

[ Yes [0 No Was the treatment with methotrexate not tolerated?

[ Yes [] No Does the patient have a contraindication to methotrexate?
[ Yes No Was the treatment with sulfasalazine ineffective?

[J Yes [J No Was the treatment with sulfasalazine not tolerated?
[J Yes [J No Does the patient have a contraindication to sulfasalazine?
[ Yes No Was the treatment with non-steroidal anti-inflammatory drugs (NSAIDs) ineffective?
[d Yes [J No Was the treatment with non-steroidal anti-inflammatory drugs (NSAIDs) not tolerated?

[ Yes [ No Does the patient have a contraindication to non-steroidal anti-inflammatory drugs (NSAIDs)?
Please provide the name:

Retinal Vasculitis
[ Yes No Was treatment with a conventional DMARD ineffective?

[ Yes ] No Was treatment with a conventional DMARD not tolerated or contraindicated? [] not tolerated [] contraindicated
Rheumatoid Arthritis

Please indicate the severity of the patient’s rheumatoid arthritis: [] mild [] moderate [] severe
[dYes [ No Is there evidence that the disease is active?
[ Yes No  Will the patient be using Remicade (infliximab) in combination with methotrexate?
[ Yes No Was treatment with methotrexate ineffective?
Yes [J] No Was treatment with methotrexate not tolerated or contraindicated? [] not tolerated [] contraindicated
Yes [] No Was treatment with another conventional DMARD (other than methotrexate) ineffective?

Please select: [] azathioprine [] hydroxychloroquine [ leflunomide [] sulfasalazine
Sarcoidosis

[JYes [1No Is the disease refractory to corticosteroids?

Continued on next page
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For other lines of business:
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plans varies based on indication.
See section G.

Patient First Name Patient Last Name Patient Phone Patient DOB

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

Ulcerative Colitis

[1Yes No Is the patient hospitalized with active fulminant ulcerative colitis?

Please indicate the severity of the patient’s ulcerative colitis: [ ] mild [] moderate [] severe

[J Yes [ No Is there evidence that the disease is active?

Yes No Is the patient refractory to immunosuppression with corticosteroids (e.g., hydrocortisone, methylprednisolone, prednisone)?
Yes [JNo Does the patient require continuous immunosuppression with corticosteroids (e.g., hydrocortisone,

methylprednisolone, prednisone)?
Name and dose: Name: Dose:
Please indicate the route: [] Oral [] IV

Name and dose: Name: Dose:
Please indicate the route: [] Oral [] IV

Yes No Was treatment with immunosuppressant agent (e.g., azathioprine, 6-mercaptopurine) ineffective?
Yes [[JNo Was treatment with immunosuppressant agent (e.g., azathioprine, 6-mercaptopurine) not tolerated
or contraindicated?

Please select: [] not tolerated [] contraindicated
Please select: [] 6-mercaptopurine [] azathioprine [] cyclosporine

Yes No Was treatment with 5-aminosalicylic acid agents (e.g., balsalazide, mesalamine, sulfasalazine) ineffective?
Yes [1No Was treatment with 5-aminosalicylic acid agents (e.g., balsalazide, mesalamine, sulfasalazine)
not tolerated or contraindicated?
Please select: [] not tolerated [] contraindicated
Please select: [] Colazal (balsalazide) [] Ariso, Asacal, Delzicol, Lialda, Pentasa, Rowasa, Canasa (mesalamine)
[ Azulfidine (sulfasalazine) [] Other, please explain:

—————> Please select the symptoms the patient exhibit: [ ] more than 10 stools per day [] continuous bleeding [] abdominal pain
[ distension [ acute, severe toxic symptoms, including fever and anorexia

For Continuation of Therapy (clinical documentation required for all requests):
Please indicate the length of time on Remicade (infliximab):
[dYes [ No Is this continuation request a result of the patient receiving samples of Remicade (infliximab)?
[JYes [INo Wil Remicade (infliximab) be used concomitantly with apremilast, tofacitinib, or other biologic DMARDs (e.g., adalimumab, certolizumab)?
[JYes [INo Is there clinical documentation supporting disease stability?
[JYes [INo Is there clinical documentation supporting disease improvement?
Yes [[JNo Does the patient have any risk factors for TB?
Yes []No Has the patient had a TB test within the past year?
(check all that apply): [] PPD test [] interferon-gamma assay (IGRA) [] chest x-ray
Please enter the results of the TB test: [] positive [] negative [] unknown

Yes []No Has the patient received Remicade (infliximab) within the past 6 months?
Yes [] No Does the patient have a documented severe and/or potentially life-threatening adverse event that occurred during or following

the previous infusion?

[JYes [1No Could the adverse reaction be managed through pre-medication in the home or office setting?
For Crohn’s disease, Juvenile idiopathic arthritis, Plaque psoriasis, and Rheumatoid arthritis, Ulcerative colitis only:
Please indicate the severity of the disease at baseline (pretreatment with Remicade (infliximab)): [] mild [] moderate [] severe

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-68855-3 (9-24)


tel:711
tel:18665030857
fax:18442687263

	MEDICARE FORM
	Remicade (infliximab) Injectable Medication Precertification Request
	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: 
	12: 
	13: 
	14: 
	15: 
	16: 
	1: 
	2: 
	7: 
	10: 

	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: 
	17: 
	0: 
	1: 

	18: 

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

	Provider Admin CB: 
	1: Off
	2: Off
	4: Off
	7: Off
	10: Off
	21: Off
	22: Off
	23: 
	0: 
	0: Off


	24: 
	0: 
	0: Off


	25: Off

	Provider Admin T: 
	5: 
	6: 
	8: 
	9: 
	11A: 
	0: 

	12: 
	13: 
	14: 
	15: 
	16: 
	17A: 
	18: 
	19: 
	20: 
	27: 
	28: 
	29a: 
	30a: 
	31: 
	32: 
	33: 
	34: 
	35: 
	36: 
	37: 

	Product T: 
	1: 
	2: 
	0: 
	1: 


	Diagnosis T: 
	1: 
	2: 
	3: 

	Clinical CB: 
	c: Off
	d: Off
	e: Off
	f: Off
	0: Off
	1: Off
	2: Off
	3: Off

	CBG: Off
	CBH: Off
	CBI: Off
	CBJ: Off
	CBK: 
	0: Off
	1: 
	0: Off
	1: Off
	1a: 
	0: 
	0: Off
	1: Off

	1: 
	1: Off




	CBL: Off
	CBM: Off
	CBN: Off
	CBO: Off
	CBP: 
	0: Off
	1: 
	0: Off
	1: Off
	1a: Off


	Clinical T: 
	i: 
	1: 


	Clinical CB4: Off
	Clinical CB5: Off
	Clinical CB6: Off
	Clinical CB7: Off
	Clinical CB8: Off
	Clinical CB9: Off
	Clinical CB10: Off
	Clinical CB11: Off
	Clinical CB12: Off
	Clinical CB13: Off
	Clinical CB47: Off
	Clinical CB48: Off
	Clinical CB14: Off
	Clinical CB15: Off
	Clinical CB16: Off
	Clinical CB17: Off
	Clinical CB18: Off
	Clinical CB19: Off
	Clinical  T55: 
	Clinical  T60: 
	Clinical Pg 2 CB65: Off
	Clinical Pg 2 CB66: Off
	Clinical Pg 2 CB: 
	67: Off
	68: Off
	79: Off
	80: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	103: Off
	104: 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
	128: Off
	129: Off
	130: Off
	131: Off
	132: Off
	133: Off
	134: Off
	135: Off
	136: Off
	137: Off
	138: Off
	139: Off
	140: Off
	141: Off
	143: Off
	144: Off
	147: Off
	48: Off
	149: Off
	152: Off
	153: Off
	154: Off
	155: Off
	162: Off
	163: Off
	164: Off
	165: Off
	171: Off
	172: Off
	173: Off
	167: 
	1: Off
	0: Off

	168: Off
	169: Off
	174: Off
	175: Off
	177: Off
	178: Off
	166: Off

	Clinical  T69: 
	Clinical Pg 2 CB70: Off
	Clinical Pg 2 CB71: Off
	Clinical Pg 2 CB72: Off
	Clinical Pg 2 CB73: Off
	Clinical  T74: 
	Clinical Pg 2 CB81: Off
	Clinical Pg 2 CB82: Off
	Clinical Pg 2 CB83: Off
	Clinical Pg 2 CB84: Off
	Clinical  T85: 
	Clinical Pg 2 CB90: Off
	Clinical Pg 2 CB91: Off
	Clinical Pg 2 CB101: Off
	Clinical Pg 2 CB102: Off
	Clinical  T123: 
	Clinical CB142: Off
	Clinical Pg 2 T145: 
	Clinical CB146: Off
	Clinical Pg 2 T150: 
	Clinical CB151: Off
	Clinical Pg 2 T156: 
	Clinical Pg 2 CB157: Off
	Clinical Pg 2 T158: 
	Clinical Pg 2 CB159: Off
	Clinical Pg 2 CB160: Off
	Clinical Pg 2 CB161: Off
	Clinical Pg 3 CB: 
	179: Off
	180: Off
	181: Off
	182: Off
	183: Off
	184: Off
	186: Off
	187: Off
	188: Off
	189: Off
	190: Off
	191: Off
	192: Off
	193: Off
	194: Off
	195: Off
	196: Off
	197: Off
	198: Off
	199: Off
	200: Off
	201: Off
	202: Off
	203: Off
	204: Off
	207: Off
	208: 
	0: Off

	209: 
	0: Off

	210: 
	0: Off

	211: 
	0: Off

	212: 
	0: Off

	213: 
	0: Off

	214: 
	0: Off

	225: 
	0: Off

	226: 
	0: Off

	232: 
	0: Off

	233: 
	0: Off

	239: 
	0: Off

	240: 
	0: Off

	241: 
	0: Off

	242: 
	0: Off

	243: 
	0: Off

	244: 
	0: Off

	245: 
	0: Off

	246: 
	0: 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
	261: Off
	262: Off
	262a: Off
	262b: Off
	262c: Off
	262d: Off
	263: Off
	264: Off
	265: Off
	266: Off
	267: Off
	268: Off
	269: Off
	270: Off
	271: Off
	272: Off
	273: Off
	274: Off
	275: Off
	276: Off
	277: Off
	278: Off
	279: Off
	280: Off
	281: Off
	282: Off
	283: Off
	284: Off
	285: Off
	286: Off
	287: Off
	288: Off
	297: Off
	298: Off
	299: Off
	300: Off
	301: Off
	302: Off
	313: Off
	314: Off
	315: Off
	316: Off
	317: Off
	318: Off
	320: Off
	321: Off
	322: Off
	323: Off
	324: Off
	325: Off
	326: Off
	327: Off
	328: Off
	329: Off
	330: Off
	340: Off
	341: Off
	342: Off
	343: Off
	344: Off
	345: Off
	346: Off
	347: Off
	348: Off
	349: Off
	354: Off
	355: Off
	356: Off
	357: Off
	358: Off
	359: Off
	364: Off
	365: Off
	366: Off
	367: Off
	368: Off
	369: Off
	375: Off
	376: Off
	377: Off
	378: Off
	379: Off
	380: Off
	381: Off
	382: Off
	383: Off
	384: Off
	385: Off
	386: Off
	387: Off
	388: Off
	389: Off
	390: Off
	391: Off
	392: Off
	393: Off
	394: Off
	395: Off
	396: Off
	397: Off
	398: Off
	399: Off
	420: Off
	421: Off
	423: Off
	424: Off
	425: Off
	426: Off
	427: Off
	428: Off
	429: Off
	430: Off
	431: Off
	432: Off
	435: Off
	436: Off
	442: Off
	443: Off
	447: Off
	448: Off
	449: Off
	450: Off
	451: Off
	452: Off
	453: Off
	454: Off
	455: Off
	460: Off
	461: Off
	462: Off
	463: Off
	464: Off
	465: Off
	466: Off
	467: Off
	468: Off
	469: Off
	475: Off
	476: Off
	477: Off
	478: Off
	479: Off
	481: Off
	482: Off
	483: Off
	484: Off
	485: Off
	486: Off
	487: Off
	488: Off
	489: Off
	490: Off
	491: Off
	492: Off
	493: Off
	494: Off
	495: Off
	496: Off
	497: Off
	498: Off
	499: Off
	500: Off
	501: Off
	502: Off
	503: Off
	504: Off
	505: Off
	506: Off
	507: Off

	Clinical Pg 2 T176: 
	Clinical Pg 3 T185: 
	Clinical Pg 3 T205: 
	Clinical Pg 3 CB206: Off
	Clinical Pg 3 T227: 
	0: 

	Clinical Pg 3 T234: 
	0: 

	Clinical Pg 3 T259: 
	Clinical Pg 3 T260: 
	Clinical Pg 3 T303: 
	Clinical Pg 3 T308: 
	Clinical Pg 3 CB319: Off
	Clinical Pg 3 T331: 
	Clinical Pg 3 T370: 
	Clinical Pg 3 CB422: Off
	Clinical Pg 3 T433: 
	Clinical Pg 3 T434: 
	Clinical Pg 3 T440: 
	Clinical Pg 3 T441: 
	Clinical Pg 3 T470: 
	Clinical Pg 3 T480: 
	Clinical Pg 3 T508: 
	Clinical Pg 3 T509: 
	Clinical Pg 3 T510: 


