
Physician Request Form Xeloda®    
Fax to PerformRx Pharmacy Services at 215-937-5018, or to speak to a 
representative call 800-588-6767.  Form must be completed for processing. 
 
 
Patient Name: ________________________________________________________________                        Patient ID#: _______________________________________ 
 
Address: ____________________________________________________________________                 Apt # or Suite #:  ____________________________________ 
 
City: _______________________________________________   State: __________________              Zip Code:  _________________________________________ 
 
BSA: ___________________        Height: _________    Weight: _________lbs = __________Kg      Birth Date: _________________________________________ 
 
Physician Name: ____________________________________________________________                           License #: ______________________________________ 
 
Address: ___________________________________________________________________                  Apt # or Suite #: _________________________________ 
 
City: ____________________________________________________   State: ____________                          Zip Code: ______________________________________ 
 
Contact Person: ___________________________________ Phone #: ___________________                     Fax #: _________________________________________ 
 
Physician Signature: _________________________________________________________  Date: ___________________ 

 
Diagnosis: _____________________________________________________________________    ICD-9 Diagnosis Code: ____________________________ 
 
Sig (How Administered): __________________________________________________________ 

SELECT APPROPRIATE DIAGNOSES SECTION: 
 A. Breast Cancer: 

o Does the patient have advanced and/or metastatic breast cancer? (please check)    Yes    No 
o Is Xeloda being used in combination with Taxotere (docetaxel)? (please check)   Yes    No 
o Has the patient tried/failed an anthracycline-containing chemotherapy regimen?  Yes (please state what drugs where used and 

start/end date of therapy)______________________________________________________________________________________  
 
          ____________________________________________________________________________________________________________ 
 
         No, then why_______________________________________________________________________________________________ 
o Is the patient resistant to, or contraindicated for use, with an anthracycline-containing chemotherapy regimen?  Yes    No 
o Is the patient resistant to paclitaxel?  Yes    No 

 
 B. Breast Cancer (when used in combination with Tykerb): 

o Does the patient have advanced and/or metastatic breast cancer? (please check)    Yes    No 
o Does the patient have an overexpression of the human epidermal receptor type 2 (HER2) gene? (please check)    Yes    No    
o Has the patient tried/failed prior chemotherapy with Herceptin? (please check)     Yes   No 
 

 C. Colorectal Cancer: 
o Does the patient have metastatic colorectal cancer? (please check)  Yes    No 
o Does the patient have stage III (Dukes’ C) colon caner? (please check)  Yes    No 
o Has the patient undergone a complete resection of his/her primary tumor? (please check)  

 Yes, then when___________________________________________________________________ 
    

 No, then why_____________________________________________________________________ 
 

 D. Diagnosis other than Breast Cancer and/or Colorectal Caner 
o Rationale for choosing this treatment, please include all applicable documentation 
_______________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________________________ 
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