
 
 
 
 

   

CONFIDENTIALITY STATEMENT: This communication is intended for the use of the individual or entity to which it is addressed and may contain information that is 
privileged, confidential, and exempt from disclosure under applicable law. If the reader of this communication is not the intended recipient or the employee or agent 
responsible for delivery of the communication, you are hereby notified that any dissemination, distribution, or copying of the communication is strictly prohibited. If you 
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APM-0082 Rev 0 

Fax Rx to:   

REFILL RX INSTRUCTIONS 
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PRODUCT  
 

 

INSULIN USAGE, PACK SIZE, QUANTITY 
 

 

DOSING/RX SIG INSTRUCTIONS 
 

 

REFILLS 
 

CeQur Simplicity™  

2U 4-Day 

NDC/NRC: 73108-0000-08 

30 Day Supply 

 

 

 

 ≤ 200 Units In 4 Days, 1 Box = 8 Patches 

 
 > 200 Units In 4 Days, 2 Boxes* = 16 Patches 
*Provide clinical rationale if more than 1 box is needed 
 

 

 Change every 3 to 4 days 

as directed for 30 days 

 
 

 Change every 2 to 3 days 

as directed for 30 days 
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CeQur Simplicity™  

2U 4-Day 

NDC/NRC: 73108-0000-08 

90 Day Supply 

 

 ≤ 200 Units In 4 Days, 3 Boxes = 24 Patches 

 
 

 > 200 Units In 4 Days, 6 Boxes* = 48 Patches 
*Provide clinical rationale if more than 3 boxes are needed 

 

 Change every 3 to 4 days 

as directed for 90 days 

 
 

 Change every 2 to 3 days 

as directed for 90 days 
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Complete Instructions 

(if over 200 units) 

 

       Daily Bolus Insulin Requirements: _________________units 
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Patient Name: ______________________________________________________ DOB: _________________ 

Address: _________________________________________________________________________________ 

City: ______________________________  State: ________  Zip: _____________   Gender:  Male  Female    

Preferred Phone #: ______________________________    Email: ___________________________________   

Patient’s preferred pharmacy & location: ________________________________________________________ 
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Prescriber Name: ______________________________________________ NPI: _________________________________ 

Address: ___________________________________________________________________________________________ 

City: ___________________________ State: ______ Zip: _________ Tel: ________________ Fax: __________________   
 

 

PRESCRIBER SIGNATURE (No stamps. Signature and date must be completed in prescriber’s handwriting.)  
 

Prescriber Signature: _____________________________________ Dispense as written    Date: _________    


