
Prescription Form
for Nationwide Pharmacies Supplying XDEMVY  

Prescriber Information
Prescriber Name ___________________________________________________________________________________ NPI # ____________________________
Specialty    Ophthalmologist    Optometrist
Address _______________________________________________________________________________________________________________________________
City _________________________________________________  State _________________________________________ ZIP ______________________________
Phone _____________________________________________________________ Fax _______________________________________________________________

 ______________________________________________ Email _____________________________________________________________ 

Patient Information
Patient Name _____________________________________________________ Date of Birth 
Gender    Male    Female
Address _______________________________________________________________________________________________________________________________
City _________________________________________________  State _________________________________________ ZIP ______________________________
Cell Phone _________________________________________________________ Email _____________________________________________________________
Preferred Contact    Text    Phone    Email 

 _____________________________________________________________________________________________________
 _________________________________  Member ID ___________________ ___________________

 ________________________________  Rx BIN _____________________ Rx PCN _________________

“Dispense As Written”/Brand Medically Necessary/  

Prescriber’s  
Signature:   _______________________________________________

Date:   

 

Prescriber’s  
Signature:   _______________________________________________

CA, MA, NC & PR: No Substitution.”

 blepharitis 

Related ICD-10 codes  
________________________________

Diagnosis Information  

Prescription Information: 

 ____________________________________________________________________________________________________________________

Submit to the Nationwide Pharmacy Selected to Supply XDEMVY to Your Patient
BlinkRx Carepoint  

Pharmacy 
CenterWell Specialty  
Pharmacy 

CVS Specialty 
Pharmacy

Walgreens Specialty  
Pharmacy

Walmart Specialty  
Pharmacy

For local pharmacies that dispense XDEMVY, visit xdemvyhcp.com/how-to-prescribe.
For questions regarding this XDEMVY prescription form, contact Tarsus ConnectTM at  xdemvyhcp.com or 1-866-846-3092. 

Date:   

(Please provide the appropriate ICD-10 codes.) For example:
B88.01 (Infestation by Demodex mites)     AND At Least One H01 Code

®

_____________ /_____________ /__________________ _____________ /_____________ /__________________ 

___________ /___________ /__________________ 

It is the responsibility of the healthcare provider to clinically diagnose each patient, verify the available codes, and select the codes that accurately re�ect each patient’s 
diagnosis. The information in this guide is for informational purposes only and should not be interpreted as a guarantee of coverage or payment. Contact payers directly for 
the latest coverage and claims guidance. For current information on ICD-10 codes, please refer to an ICD-10-CM resource. All information is subject to change.

http://www.xdemvyhcp.com/how-to-prescribe
http://www.xdemvyhcp.com


Indication and Usage
Demodex

Important Safety Information
WARNINGS AND PRECAUTIONS
Risk of Contamination:

Use with Contact Lenses:

ADVERSE REACTIONS:

Please click here for full Prescribing Information. 

HIPAA Authorization

 

Demodex 

 ________________________________________________________________________________________
 __________________________________________________________________________________________________

 ___________________________________
___________________________________________________________________________________ Date______ /______ /______ 

 2250 Perimeter Park Drive, Suite 300, Morrisville, NC 27560, but that 
this cancellation will not apply to any information already used or disclosed through this authorization 
before notice of the cancellation is received by my Providers.

I

 © 2025 Tarsus Pharmaceuticals, Inc. All rights reserved. TARSUS, XDEMVY, TARSUS CONNECT, and any 
associated logos are trademarks owned exclusively by Tarsus Pharmaceuticals, Inc. US- -2500651 12/25
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