
State: Zip:

Other directions

DOB: Age: Weight (kgs.): Height (Inches):

If Patient is a Minor, Guardian/Parent Name:

Emergency Contact/Relation:

Relationship to Patient:

Phone#:

Phone #:

Institution:

Office Contact Email:

Office Contact Fax:

Prior Authorization Office Contact #:

Phone #:

Group #:

Group #:

Patient Information (Please Print)

Insurance Information

Physician Information

Prescription Information

Clinical Information

Last Name:

Primary Insurance :

Please attach front and back of patient’s insurance card, prescription card, and/or Medicaid card

Prescriber:

PYQUVI™ (deflazacort) 22.75 mg/ mL oral suspension

Primary Diagnosis:

Allergies:

Date of Diagnosis:

Patient Age at Diagnosis:

Name & Title of Office Contact:

Office Contact Phone #:

Prior Authorization Office Contact:

Other

Other

Refills

Secondary Insurance:

Policy Holder:

NPI:

Policy Holder:

Policy #

Policy #

First Name: SSN: M

Day # Cell #Evening #

FSex:

Preferred method of contact:

Address:

Phone (Day): Phone (Evening): Cell:

City:

PYQUVI™ (deflazacort) oral suspension
Patient Enrollment Form

State: Zip:Address: City:

SIG: Take 0.9 mg/kg orally once daily

Take milligram orally once daily

Please check applicable ICD-10 code:

I certify I am prescribing PYQUVI™ for this patient for a medically necessary purpose.           Date Written:

Dispense as Written: ______________________________________   Substitution Allowed: _________________________________________

Therapy Start Date:

Quantity: 30 Days

Duchenne Muscular Dystrophy (G71.01)

No Known Drug Allergies

90 Days

(Stamped Signatures Are Not Valid)

NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary, or exempt from disclosure under 
applicable law. Receipt of this fax by anyone other than the intended recipient does not constitute a waiver of any applicable privilege or confidentiality protections. If it is received by anyone other than 
the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions for proper disposal of the transmitted material. In no 
event should such material be reviewed, used, disclosed, or distributed by anyone other than the named addressee except by express authority of the sender to the named addressee.

(Stamped Signatures Are Not Valid)

Fax: (877) 860-1978
Phone: (847) 393-4099

Please fax clinical documentation to pharmacy along with Enrollment Form

1

Please see Important Safety information on page 2. For more information, please see full Prescribing Information, including Instructions for Use or go to PyquviHCP.com
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INDICATION
PYQUVI™ is a corticosteroid indicated for the 
treatment of Duchenne muscular dystrophy (DMD) 
in patients 5 years of age and older.

IMPORTANT SAFETY INFORMATION
PYQUVI is contraindicated in patients with a 
hypersensitivity to deflazacort or any of the 
inactive ingredients.

WARNINGS AND PRECAUTIONS
•	 Alterations in Endocrine Function: 

Corticosteroids can cause serious and life-
threatening endocrine alterations, especially 
with chronic use. Monitor for Cushing’s 
syndrome, hyperglycemia, and adrenal 
insufficiency after withdrawal. Risk is higher 
in patients with hypopituitarism, primary 
adrenal insufficiency, congenital adrenal 
hyperplasia, altered thyroid function, 
or pheochromocytoma. Acute adrenal 
insufficiency or “withdrawal syndrome” may 
occur if discontinued abruptly and can be 
fatal; taper gradually. Dose may need to be 
increased during times of medical stress.

•	 Immunosuppression and Increased Risk of 
Infection: Increased risk of new, exacerbation, 
dissemination, or reactivation of latent 
infections, which can be severe or fatal. Signs 
of infection may be masked. Advise patients/
caregivers to report recent infections or 
vaccinations. Patients without prior chickenpox 
or measles should avoid exposure and contact 
their healthcare provider immediately if 
exposed. 

•	 Alterations in Cardiovascular/Renal 
Function: Monitor blood pressure; dietary salt 
restriction and potassium supplementation 
may be needed. 

•	 Gastrointestinal (GI) Perforation: Risk is 
increased in patients with certain GI disorders 
(eg, active or latent peptic ulcers, diverticulitis, 
recent intestinal anastomoses, inflammatory 
bowel disease). Signs may be masked. 

•	 Behavioral and Mood Disturbances: May 
include euphoria, insomnia, mood swings, 
personality changes, depression, and psychosis. 
Advise patients to seek medical attention if 
symptoms develop or worsen. 

•	 Effects on Bones: Prolonged use increases risk 
of osteoporosis, and vertebral and long bone 
fractures. Monitor bone density with chronic 
use. 

•	 Ophthalmic Effects: May cause cataracts, 
ocular infections, or glaucoma. If corticosteroids 
are used for >6 weeks, monitor intraocular 
pressure. 

•	 Vaccination: Do not administer live or live-
attenuated vaccines during immunosuppressive 
corticosteroid therapy. Administer such vaccines 
at least 4 to 6 weeks before starting PYQUVI. 

•	 Serious Skin Rashes: Toxic epidermal 
necrolysis has been reported. Discontinue at 
the first sign of rash, unless the rash is clearly 
not drug related. 

•	 Effects on Growth and Development: Long-
term use of corticosteroids may slow growth 
and development in children. 

•	 Thromboembolic Events: Observational 
studies have shown an increased risk. Use with 
caution in at-risk patients.

ADVERSE REACTIONS
The most common adverse reactions (≥10% and 
greater than placebo) are Cushingoid appearance, 
weight gain, increased appetite, upper respiratory 
tract infection, cough, pollakiuria, hirsutism, central 
obesity, and nasopharyngitis.

DRUG INTERACTIONS
Moderate or strong CYP3A4 inhibitors: Use one 
third of the recommended PYQUVI dose. 

Moderate or strong CYP3A4 inducers: Avoid 
concomitant use as efficacy may be reduced.

To report SUSPECTED ADVERSE REACTIONS, 
contact Aucta Pharmaceuticals, Inc. at 
1-800-655-9902, or FDA at 1-800-FDA-1088 or 
www.fda.gov/medwatch.

Please see full Prescribing Information.

http://pyquvihcp.com/pdf/PYQUVI%20Prescribing%20Information.pdf
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