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Coding and Reimbursement Guide

INDICATION AND USAGE 
QUZYTTIR is indicated for the treatment of acute urticaria in adults and children 6 months of age  
and older.
Limitations of Use: QUZYTTIR is not recommended in pediatric patients <6 years of age with impaired 
renal or hepatic function. 

Disclaimer: Third-party reimbursement is affected by many factors. This document and the information and 
assistance provided by ESTEVE or ESTEVE Together are presented for informational purposes only. They 
do not constitute reimbursement or legal advice. ESTEVE does not promise or guarantee coverage, levels of 
reimbursement, or payment. Laws, regulations, and policies concerning reimbursement are complex and are 
updated frequently. Accordingly, the information may not be current or comprehensive. ESTEVE and its third-party 
service providers strongly recommend you consult your payer for its most current coverage, reimbursement, and 
medical policies. ESTEVE and its third-party service providers make no representations or warranties, expressed 
or implied, as to the accuracy of the information provided. In no event shall the third-party service providers or 
ESTEVE, or their employees or agents, be liable for any damages resulting from or relating to any information 
provided by, or accessed to or through, ESTEVE or ESTEVE Together. Please consult with your counsel or 
reimbursement specialist for any reimbursement or billing questions specific to your institution.



L: 3.5”

W: 3.5”

H: 1.53”

Carton containing 25 single-use vials  
(10 mg/mL cetirizine hydrochloride)
10-digit NDC 68118-200-25
11-digit NDC* 68118-0200-25

Carton containing 1 single-use vial  
(10 mg/mL cetirizine hydrochloride)
10-digit NDC 68118-200-10
11-digit NDC* 68118-0200-10

QUZYTTIR Product and Ordering Information

*�Payers may require the submission of an  
11-digit NDC on healthcare claim forms.

Healthcare Common Procedure Coding System (HCPCS)
Submitting accurate codes and claims is important to ensure proper reimbursement of services.  
The chart below lists a potential code for your reference when submitting claims for your patients  
who receive QUZYTTIR.

Code1 Description1

J1201 Injection, cetirizine hydrochloride, 0.5 mg†

†Number of billable units at 0.5 mg (2.5 mg dose = 5 billable units, 5 mg dose = 10 billable units, or 10 mg dose = 20 billable  
  units) based on age and indication.

Authorized Specialty Distributors

Name Customer Service

Hospitals

Cardinal Specialty Oncology: 877-453-3972
Other Specialties: 866-300-3838

CuraScript SD Specialty  
Distribution 877-599-7748

McKesson Plasma  
and Biologics 877-625-2566

Oncology Supply 800-633-7555

Name Customer Service

Clinics

Besse Medical 800-543-2111

Cardinal Specialty Oncology: 877-453-3972
Other Specialties: 866-300-3838

CuraScript SD Specialty  
Distribution 877-599-7748

McKesson Specialty Oncology: 800-482-6700
Specialties: 855-477-9800

Metro Medical 800-768-2002

Oncology Supply 800-633-7555
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QUZYTTIR Dosing and Administration

2.5
mg

5
mg

10
mg

10
mg

OR

Children  
6 months to  

5 years of age 

Children 6 to  
11 years of age,  
depending on  

symptom severity 

Adults and  
adolescents  

12 years of age  
and older 

Storage and Handling2 
QUZYTTIR (cetirizine hydrochloride injection) should be stored at 20°C to 25°C (68°F to 77°F), excursions 
permitted to 15° – 30°C (59° – 86°F). Discard unused portion.

QUZYTTIR is a single-use vial  
for intravenous use only. 

QUZYTTIR is preservative-free and does  
not require refrigeration or reconstitution.

The recommended dosage regimen is  
once every 24 hours as needed  
for treatment of acute urticaria.

Administer QUZYTTIR as an intravenous  
push over a period of 1 to 2 minutes.   

QUZYTTIR is not recommended in  
pediatric patients less than 6 years of age  
with impaired renal or hepatic function. 

Dosing and Administration2

INDICATION AND USAGE
QUZYTTIR is indicated for the treatment of acute urticaria in adults and children 6 months of age and older.
Limitations of Use: QUZYTTIR is not recommended in pediatric patients <6 years of age with impaired renal 
or hepatic function.

SELECT SAFETY INFORMATION
Contraindications: Known hypersensitivity to QUZYTTIR or any of its ingredients, to levocetirizine, 
or hydroxyzine.
Warnings and Precautions: The occurrence of somnolence/sedation has been reported in some 
patients. Advise patients to exercise due caution when driving or operating potentially dangerous 
machinery. Avoid concurrent use of QUZYTTIR with alcohol or other CNS depressants because 
additional reduction in alertness and additional impairment of CNS performance may occur.

Please see additional Important Safety Information on back.  
Please see accompanying Full Prescribing Information. 

If using QUZYTTIR as an antihistamine prior to infusion product administration, 
refer to the infusion product prescribing information for instructions.
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National Drug Code (NDC)
The NDC is a universal product identifier comprised of a 3-segment number that identifies drugs by manufacturer, 
dosage, and package size. Payers may require the submission of an 11-digit NDC on healthcare forms, and 
electronic claims may be denied for drugs billed without a valid 11-digit NDC. Contact your patient’s health plan 
to determine claim submission requirements and to determine accurate reporting of NDC codes.

Dosage2 11-Digit Code2

Carton containing 25 single-use vials (10 mg/mL cetirizine hydrochloride) 68118-0200-25

Carton containing 1 single-use vial (10 mg/mL cetirizine hydrochloride) 68118-0200-10

Current Procedural Terminology (CPT)
Submitting accurate codes and claims is important to ensure proper reimbursement of services. The chart below 
lists potential CPT codes for your reference when submitting claims for your patients who receive QUZYTTIR.

Code3 Description3

96374 Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); intravenous push,  
single or initial substance/drug.

96375 Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); each additional sequential 
intravenous push of a new substance/drug (list separately in addition to code for primary procedure).

96376
Therapeutic, prophylactic, or diagnostic injection (specify substance or drug); each additional sequential 
intravenous push of the same substance/drug provided in a facility (list separately in addition to code 
for primary procedure).

Healthcare Common Procedure Coding System (HCPCS)
Submitting accurate codes and claims is important to ensure proper reimbursement of services. The chart below 
lists a potential code for your reference when submitting claims for your patients who receive QUZYTTIR.

Code1 Description1

J1201 Injection, cetirizine hydrochloride, 0.5 mg†

Coding Considerations
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†�Number of billable units at 0.5 mg (2.5 mg dose = 5 billable units, 5 mg dose = 10 billable units, or 10 mg dose = 20 billable  
units) based on age and indication.



Special Notes:
According to the Medicare Claims Processing Manual, chapter 17, section 40, “Discarded Drugs and Biologicals,” if a 
physician must discard the remainder of a vial after administering a dose to a Medicare patient, the program covers the 
amount discarded along with the amount administered. The coverage of discarded drugs applies only to single-use 
vials.3 For drug amounts discarded/not administered to the patient, Centers for Medicare & Medicaid Services states 
that Medicare contractors may require the use of modifier JW or JZ. Modifier JW is used to identify unused drugs or 
biologics from single-use vials or single-use packages that are appropriately discarded. Modifier JZ is used to attest 
that no amount of drug was discarded and eligible for payment.4

Diagnosis Code (ICD-10)
Submitting accurate codes and claims is important to 
ensure proper reimbursement of services. The chart 
lists potential diagnosis codes for your reference 
when submitting claims for your patients who receive 
QUZYTTIR® (cetirizine hydrochloride injection), for 
intravenous use.

Additional Information on J-code Billing:
• �CMS may be required 
	 o �For guidance on CMS 1500, see pages 6-7
	 o �For guidance on CMS 1450, see pages 8-9
• J1201 is billed per 0.5 mg
• �Check with your individual payer for specific requirements
• �Recommended dosages:

	 o �Adults and adolescents 12 years of age and older: 10 mg 
	 o Children 6 to 11 years: 5 mg or 10 mg  
	 o Children 6 months to 5 years: 2.5 mg

• �Recommended dosage regimen is once every 24 hours as needed for acute urticaria

SELECT SAFETY INFORMATION
Adverse Reactions: The most common adverse reactions (incidence <1%) with QUZYTTIR are 
dysgeusia, headache, paresthesia, presyncope, dyspepsia, feeling hot, and hyperhidrosis.
The most common adverse reactions (incidence ≥2%) with chronic dosing of oral cetirizine 
hydrochloride in adults are somnolence, fatigue, dry mouth, pharyngitis and dizziness. Adverse 
reactions observed in pediatric patients with chronic use of oral cetirizine hydrochloride are 
headache, pharyngitis, abdominal pain, coughing, somnolence, diarrhea, epistaxis, bronchospasm, 
nausea, and vomiting.

Please see additional Important Safety Information on back.  
Please see accompanying Full Prescribing Information. 
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Code1 Description1

L50 Urticaria
L50.0 Allergic urticaria
L50.1 Idiopathic urticaria
L50.2 Urticaria due to cold and heat
L50.3 Dermatographic urticaria
L50.4 Vibratory urticaria
L50.5 Cholinergic urticaria
L50.6 Contact urticaria
L50.8 Other urticaria
L50.9 Urticaria, unspecified

Z29.8 Encounter for other specified  
prophylactic measures

Z29.89 Encounter for other specified  
prophylactic measures

https://www.quzyttir.com/pdf/QuzyttirPrescribingInformation.pdf


Independent Clinic Setting
Sample Medicare Claim Form: CMS-1500 Form (Physician Office)

The Form CMS-1500 is the basic form prescribed  
by CMS for the Medicare and Medicaid programs  
for claims from suppliers and non-institutional  
providers that qualify for a waiver from the  
Administrative Simplification Compliance Act (ASCA) 
requirement for electronic submission of claims. It 
has also been adopted by the TRICARE Program. 
For detailed guidance on completing the CMS-1500 
items, please see the Medicare Claims Processing 
Manual, Pub. 100-04, Chapter 26, available at:  
https://www.cms.gov/Regulations-and-Guidance/ 
Guidance/Manuals/Downloads/clm104c26.pdf

CMS Discarded Drug Policy3,6

• Payment for discarded amounts of drug/biological 
applies only to single-use vials or packages

• Multi-use vials are not subject to payment for  
discarded amounts

• Discarded amounts of drugs/biologicals must be 
recorded in the patient’s medical record

• Medicare contractors require the JW modifier to 
indicate the amount of drug discarded. Other payer 
policies may vary.

For example, a single-use vial that is labeled to 
contain 100 units of a drug has 95 units administered 
to the patient and 5 units discarded. The 95-unit 
dose is billed on one line, while the discarded 5 
units are billed on another line accompanied by 
the JW modifier. Both line items will be processed 
for payment. Providers must record the discarded 
amounts of drugs and biologicals in the patient’s 
medical record.

Please note: Providers and suppliers are required 
to report the JZ modifier on all claims that bill for 
drugs from single-dose containers that are separately 
payable under Medicare Part B when there are no 
discarded amounts.4

Disclaimer: Third-party reimbursement is affected by many factors. This document and the information and assistance 
provided by ESTEVE or ESTEVE Together are presented for informational purposes only. They do not constitute 
reimbursement or legal advice. ESTEVE does not promise or guarantee coverage, levels of reimbursement, or payment. Laws, 
regulations, and policies concerning reimbursement are complex and are updated frequently. Accordingly, the information 
may not be current or comprehensive. ESTEVE and its third-party service providers strongly recommend you consult your 
payer for its most current coverage, reimbursement, and medical policies. ESTEVE and its third-party service providers make 
no representations or warranties, expressed or implied, as to the accuracy of the information provided. In no event shall the 
third-party service providers or ESTEVE, or their employees or agents, be liable for any damages resulting from or relating 
to any information provided by, or accessed to or through, ESTEVE or ESTEVE Together. Please consult with your counsel or 
reimbursement specialist for any reimbursement or billing questions specific to your institution.

As of April 1, 2014, version 02/12 is required.

1
2

3
4
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Field 191,7

Billing with a specific HCPCS code can be processed through electronic billing; manual billing may still be 
required in certain circumstances. In those cases it may be necessary to provide the following information (see 
line 19) for payment: Specific drug information, eg, drug name, NDC, dosage, strength, and route of administration. 
Please note that for billing purposes, the NDC field requires 11 digits. Please refer to previous page for the 
appropriate NDCs. These NDCs are consistent with the Redbook and First Databank listings.

Field 21
Enter the appropriate ICD-10-CM diagnosis code. Additional diagnosis codes may apply. 

Field 24, Column D1,7

Enter the appropriate HCPCS codes and CPT codes.
The HCPCS code for QUZYTTIR (cetirizine hydrochloride injection) is J1201. QUZYTTIR is an intravenous (IV) 
injection. Please check your local payers’ injection and infusion policies and coverage and coding guidelines. 

25 (Modifier on CMS-1500) (Box 24D)
Description: Significant, separately identifiable evaluation and management (E/M) service by the same  
physician or other qualified healthcare professional on the same day of the procedure or other service.
Indication:
• Patient requires distinct E/M service in addition to the infusion procedure
• Must be substantiated by documentation that supports the relevant criteria for the reported service

JW (Modifier on CMS-1500) (Box 24D)
Drug amount discarded/not administered to any patient
• Applies only to the unused drug that is discarded after applicable dose has been administered from  

a single-use vial
• Append the modifier to the drug code on a line separate from that reporting the administered dose

JZ (Modifier on CMS-1500) (Box 24D)
Zero drug wasted
• Applies to any drug from single-dose containers that are separately payable under Medicare Part B when 

there are no discarded amounts
• Append the modifier to the right of the primary code under the column marked “modifier”

Field 24, Column G
Enter the number of units administered. J1201 has a billable unit per 0.5 mg.

2
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Hospital Outpatient and Ambulatory Surgical Center Setting
Sample Medicare Claim Form: 1450 Form (Hospital Outpatient)

The Form CMS-1450, also known as the UB-04, 
is a uniform institutional provider bill suitable for 
use in billing multiple third-party payers. It is the 
basic form prescribed by CMS for the Medicare 
and Medicaid programs for claims from hospitals, 
including HOPDs. Because it serves many payers, a 
particular payer may not need some data elements. 
For detailed guidance on completing the CMS-1450 
items, please see the Medicare Claims Processing 
Manual, Pub. 100-04, Chapter 25, available at: 
https://www.cms.gov/Regulations-and-Guidance/
Guidance/Manuals/Downloads/clm104c25.pdf

CMS Discarded Drug Policy3,6

• Payment for discarded amounts of drug/biological 
applies only to single-use vials or packages

• Multi-use vials are not subject to payment for  
discarded amounts

• Discarded amounts of drugs/biologicals must be 
recorded in the patient’s medical record

• Medicare contractors require the JW modifier 
to indicate the amount of drug discarded. Other 
payers may vary

For example, a single-use vial that is labeled to contain 
100 units of a drug has 95 units administered to the 
patient and 5 units discarded. The 95-unit dose is billed 
on one line, while the discarded 5 units are billed on 
another line accompanied by the JW modifier. Both line 
items will be processed for payment. Providers must 
record the discarded amounts of drugs and biologicals 
in the patient’s medical record.

Please note: Providers and suppliers are required to 
report the JZ modifier on all claims that bill for drugs 
from single-dose containers that are separately  
payable under Medicare Part B when there are no 
discarded amounts.4

Disclaimer: Third-party reimbursement is affected by many factors. This document and the information and assistance provided 
by ESTEVE or ESTEVE Together are presented for informational purposes only. They do not constitute reimbursement or 
legal advice. ESTEVE does not promise or guarantee coverage, levels of reimbursement, or payment. Laws, regulations, and 
policies concerning reimbursement are complex and are updated frequently. Accordingly, the information may not be current or 
comprehensive. ESTEVE and its third-party service providers strongly recommend you consult your payer for its most current 
coverage, reimbursement, and medical policies. ESTEVE and its third-party service providers make no representations or 
warranties, expressed or implied, as to the accuracy of the information provided. In no event shall the third-party service providers 
or ESTEVE, or their employees or agents, be liable for any damages resulting from or relating to any information provided by, 
or accessed to or through, ESTEVE or ESTEVE Together. Please consult with your counsel or reimbursement specialist for any 
reimbursement or billing questions specific to your institution.
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Fields 42 and 431,7

Enter the appropriate revenue codes and descriptions corresponding to the relevant HCPCS codes. Other 
revenue codes may be acceptable and may vary by location.

Field 441,3,7

Enter the appropriate HCPCS and CPT codes ensuring that they align with codes in 42 and 43. The HCPCS code for 
QUZYTTIR (cetirizine hydrochloride injection) is J1201. Please note that for billing purposes, the NDC field requires 
11 digits. Please refer to page 3 for the appropriate NDCs. These NDCs are consistent with the Redbook and First 
Databank listings.
One or more of the following modifiers may be relevant to QUZYTTIR billing and are required by Medicare
(Modifier on CMS-1450, Box 44): 

25
Description: Significant, separately identifiable evaluation and management (E/M) service by the same 
physician or other qualified healthcare professional on the same day of the procedure or other service.
Indication:
• Patient requires distinct E/M service in addition to the infusion procedure 
• Must be substantiated by documentation that supports the relevant criteria for the reported service
JW
Drug amount discarded/not administered to any patient
• Applies only to the unused drug that is discarded after applicable dose has been administered from a single-use vial
• Append the modifier to the drug code on a line separate from that reporting the administered dose
JZ
Zero drug wasted
• �Applies to any drug from single-dose containers that are separately payable under Medicare Part B when 

there are no discarded amounts
• Append the modifier to the right of the primary code under the column marked “modifier”
PO
Excepted services provided at an off-campus, outpatient provider-based department of a hospital
• �To be reported on each claim line for excepted services furnished in an off-campus, provider-based 

department of a hospital and billed on an institutional claim
PN
Non-excepted service provided at an off-campus, outpatient, provider-based department of a hospital
• �To be reported on each claim line for non-excepted services furnished in an off-campus provider-based 

department of a hospital and billed on an institutional claim
JG
Drug or biological acquired with 340B Drug Pricing Program Discount
• Must be reported by providers that are NOT excepted from the 340B payment policy
• To be reported on the same claim line as the drug HCPCS code for all 340B acquired drugs
TB
Drug or biological acquired with 340B Drug Pricing Program Discount, reported for informational purposes

Field 46
Enter the number of units administered. J1201 has a billable unit per 0.5 mg.
 
Field 74
Enter the appropriate ICD-10-CM diagnosis code. Additional diagnosis codes may apply. 
 
Field 80
Billing with a specific HCPCS code enables faster payment through electronic billing. Manual billing may still be
required in certain circumstances. In those cases it may be necessary to provide the following information for
payment: The NDC, quantity of the drugs administered (expressed in unit of measure applicable to the drug or
biological), and the date the drug was administered to the patient.

2
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1-833-ESTEVE-1 (1-833-378-3831),
Monday–Friday, 9:00 am to 5:00 pm ET

Benefits Investigation

PATIENT SIGNATURE REQUIRED ON ALL SUBMISSIONS

Call us at 1-833-Esteve-1 (833-378-3831)  Monday-Friday (9:00AM to 5:00PM ET) Fax us the completed enrollment form at 1-855-774-2583

Please complete pages 1 and 2 of this document for a Benefit Investigation or Financial Assistance. 

ESTEVE Together Enrollment Form for QUZYTTIR 
Fax completed enrollment form to 1-855-774-2583

Prescriber Signature (No Stamps Please):

Prescriber Name (Please print):

Date:

5    REQUIRED: Healthcare Professional Policy and Consent

Prescription Drug or Secondary Insurance Plan

Esteve Pharmaceuticals LLC and its contractors and agents (together “Esteve”), will use the information you provide to administer and improve ESTEVE Together (the “Program”) in 
accordance with its privacy notice. You may request a copy of the privacy policy by emailing customercare@esteve.com. By signing below, you represent, covenant, and certify as follows: 
(i) My patient has provided all required written authorization(s) as required by all applicable federal or state laws to release to Esteve and the Program all patient information needed for this 
application, including without limitation financial and personally identifiable information in order to (1) conduct coverage support services, and (2) determine eligibility and enroll patient for 
financial assistance; (ii) All of the information provided in this application is complete and accurate; (iii) QUZYTTIR® (cetirizine HCI injection) was prescribed based on my medical judgment 
or the medical judgment of another healthcare professional in my office; (iv) I understand and have explained to my patient that Esteve may modify or terminate the Program at any time 
without notice and that completion of this application does not guarantee enrollment in any particular part of the Program; (v) I understand and agree that any medications supplied by Esteve 
under the Program are for use of the named patient only and shall not be sold, traded, bartered, transferred, returned for credit, submitted to any third party payor (private or government) for 
reimbursement, or counted toward the patient’s Medicare Part D out-of-pocket costs; (vi) I have not received nor will I seek or accept payment from my patient for any co-insurance amount 
paid for by the Program; (vi) I understand that I am under no obligation to prescribe any Esteve drug and I have not received and will not receive any benefit from Esteve for prescribing a Esteve 
drug: and (viii) if I become aware of any errors in the information provided, I will promptly notify Esteve of those errors. 
I authorize Esteve and the Program to act as my representative, and on behalf of myself and my patient, to initiate any benefits investigation (BI), prior authorization (PA) and appeals support, 
co-pay card, and co-pay assistance foundation referrals. By signing below, I request that Esteve and the Program assist my office in providing the requirements of this patient’s health plan 
related to prior authorization for treatment with the product noted in the Drug Therapy portion of this form. I understand that assistance includes obtaining the health plan-specific prior 
authorization form, and providing it based upon the patient-specific information provided on this form. I understand that the partially completed forms will be provided to my office by Esteve 
and the Program for possible completion and submission to the health plan. I request that Esteve and the Program actively monitor the status of the prior authorization submission. I request 
that Esteve and the Program provide status updates to my office with respect to this patient’s prior authorization for treatment with the product noted in the Drug Therapy portion of this form.

Please share a copy of this application with your patient for their records.

1  Prescriber/Facility Information 

Prescriber’s Name: ______________________________________________________ 
NPI #: ____________________________ STATE LIC #:  ________________________ 

PTAN #: _______________________________ Tax ID #: _______________________ 

Site/Facility Name: ______________________________________________________ 

Mailing Address: ________________________________________________________ 

City: __________________________________ State: _________ ZIP: ___________ 

Office Contact’s Name: __________________________________________________ 

Select Preferred Method of Contact: 

Office Contact’s Phone #: ___________________ Fax #: _________________ 

Office Contact’s Email: ________________________________________________ 

2  Patient Information 

Patient’s Name: ________________________________________________________ 

Sex:  Female Male Date of Birth: __________________________ 

Patient’s Address:  ______________________________________________________ 

City: _________________________________   State: _________  ZIP: ____________ 

Home Phone #: ________________________   Cell Phone #: ___________________ 

Email: _________________________________________________________________ 

Best Time to Contact Patient:  ____________________________________________ 

Alt. Contact Name:______________________________________________________ 

Alt. Contact Relationship: ________________________________________________ 

Alt. Contact Phone #: ___________________________________________________ 

3    Clinical Information  
Primary Diagnosis: _______________________________________________________________  Primary Diagnosis ICD-10 Code: __________________________________________ 

Supportive Care Diagnosis: ________________________________________________________  Supportive Care ICD-10 Code: ___________________________________________  

Prior Supportive Care Therapies:  _________________________________________________________________________________________________________________________  

Other relevant medications, drug allergies, or health conditions: 

Target Start Date: _____________________     Notes:

 Commercial/Private Medicare  Medicaid  Other/Uninsured4    Insurance Information (Check the relevant box) 

Medical Insurance Plan 

Insurance Name: __________________________________________________________ 

Phone #: __________________________________________________________________ 

Policy ID #: ___________________________  Group #: __________________________ 

Policyholder Name (if not patient):__________________________________________ 

Policyholder Relationship to Patient: _______________________________________ 

Please submit copies of both sides of patient's insurance card(s) 

Insurance Name: __________________________________________________________ 

Phone #: __________________________________________________________________ 

Policy ID #: ___________________________  Group #:  __________________________ 

BIN: __________________________________  PCN:  ____________________________ 

Policyholder Name (if not patient): __________________________________________ 

Policyholder Relationship to Patient: _______________________________________ 

Visit www.QUZYTTIR.com  
or scan the QR code

Click “Support and Reimbursement”
in the top navigation bar

Scroll down and click “Full enrollment 
form” under ESTEVE Together

Complete ONLY page 1 of the form.  
Ensure that you have completed all  
requested information

Fax the completed form to 1-855-774-2583
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Answers to general reimbursement 
questions on coding and billing

Complicated questions referred  
to reimbursement managers

Patient Assistance Program

Quantity: One 1 mL vial of QUZYTTIR® (cetirizine   Refills: _______  Target Start Date: _____________________ 
hydrochloride injection) for intravenous use, 
10 mg/mL, 1 day of supply  

Directions for Use: Administer QUZYTTIR as an intravenous push over a period of 1 to 2 minutes.

Other Directions:

Rx for QUZYTTIR® (cetirizine hydrochloride injection)   I authorize the dispensing pharmacy to dispense all doses 
 10 mg/mL Patient Assistance Program    (including refills) as one prescription* 

Annual Gross Household Income: $___________________________________________________________ # of Household Members (Including patient)___________________

Please attach or complete the embedded prescription if you are seeking PAP for your patient. Please note, eligibility for the PAP is based on the Federal Poverty Level 
and may change year to year. Income will be verified using tax returns or other alternate financial documentation. In cases where income cannot be verified, or there are 
discrepancies, additional proof of income may be required. 

Prescriber’s Office (as provided on page 1) 

Other Location (eg, infusion center): 

Facility Name:  _____________________________________________________________________ 

Recipient Name:  ___________________________________________________________________

Street: ____________________________________________________________________________

City: _____________________________________________State: __________  ZIP:_____________

Fax completed enrollment form to 1-833-976-6798

I give my doctor, Esteve Pharmaceuticals LLC (Esteve), and the Program administrator and their employees, agents, and contractors permission to use my personal information related to my 
medical condition, treatment, and management, as well as all information provided on this form, including contact and any prescription information ("Personal Health Information") to verify 
the information is true and complete; contact me about the Program and about other products, programs, or services that might interest me or for which I may be eligible; and contact me to 
ensure that I have received the medicines sent by the Program. I promise that all the information in this application, including all copies of documents proving my income, is true and complete; 
I am authorized to sign this application; I do not have any assistance or insurance that would help pay for my medicines; and I will contact the Program if any of my information about my 
prescription drug coverage or insurance changes. I understand that once disclosed to Esteve, my Personal Health Information disclosed under this consent form may be further disclosed and 
used to determine if I qualify to participate in the Program, administer or improve the Program, and/or communicate with insurance plans. I understand that I can call 1-833-378-3831 at any 
time to withdraw from the Program; cancel my permission to use my information and withdraw from the Program; and/or get a copy of the Esteve Privacy Policy. I understand that the Program 
can request more information from me at any time; and Esteve can change or stop the Program at any time for any reason. I understand that once my information has been disclosed, federal 
privacy laws, including HIPAA, may no longer restrict its use or disclosure. I may refuse to sign this authorization form, and if I refuse, my eligibility for health plan benefits and treatment by my 
healthcare provider will not change, but I will not have access to the Program. I give the Program, and the Program administrators, permission to contact the person named below with follow-
up questions about my application (this only applies if someone completed this application for you). I understand that I may revoke this authorization at any time by sending written notice of 
revocation to Esteve Pharmaceuticals LLC at 89 Headquarters Plaza #350, Morristown, NJ 07960, except to the extent that action already has been taken in reliance on this authorization. I 
understand that I have a right to receive a copy of this signed authorization. This authorization form will be effective for 1 year unless it expires earlier by law or I cancel it in writing. I have a right 
to receive a copy of this form after I have signed it.

Patient/Guardian Name (Please print):  ___________________________________________________________________________________________________________________

4    REQUIRED: Patient Signature for All Submissions

Upon receipt of a completed application, the healthcare professional and patient will be notified of program eligibility. If patient is eligible for this program, 
the prescribed quantity of QUZYTTIR will be shipped to the address indicated in Section 3 above.

*Maximum 6 doses of QUZYTTIR per shipment will be sent to patient’s address unless otherwise specified. Additional PAP shipments allowed, pending continued patient eligibility.

Patient Signature: _________________________________________________________________________________________________________   Date: ______________________

Prescriber’s Name (Please print): _____________________________________________________________________________________________________________________

Prescriber’s Signature (No Stamps Please):______________________________________________________________________________  Date:________________________
 
Please attach a separate prescription if this section does not comply with your state’s prescription law. 

1   Patient Financial Information (Required for financial assistance)

2   Prescription Information (Check below to apply for PAP)

Rx for QUZYTTIR®  is included or embedded with this fax

3   Preferred Shipping Location

I attest that I am a US resident.

QUZYTTIR, ESTEVE, and the ESTEVE logo are registered trademarks of ESTEVE Pharmaceuticals, S.A.  
©2026 ESTEVE Pharmaceuticals, S.A. All rights reserved. QUZY-P-0002 (08-2026)

PATIENT SIGNATURE REQUIRED ON ALL SUBMISSIONS AT THE BOTTOM OF THIS PAGE

ESTEVE Together Enrollment Form for QUZYTTIR® (cetirizine HCI injection)

PATIENT SIGNATURE REQUIRED ON ALL SUBMISSIONS

Call us at 1-833-Esteve-1 (833-378-3831)  Monday-Friday (9:00AM to 5:00PM ET) Fax us the completed enrollment form at 1-855-774-2583

Please complete pages 1 and 2 of this document for a Benefit Investigation or Financial Assistance. 

ESTEVE Together Enrollment Form for QUZYTTIR 
Fax completed enrollment form to 1-855-774-2583

Prescriber Signature (No Stamps Please):

Prescriber Name (Please print):

Date:

5    REQUIRED: Healthcare Professional Policy and Consent

Prescription Drug or Secondary Insurance Plan

Esteve Pharmaceuticals LLC and its contractors and agents (together “Esteve”), will use the information you provide to administer and improve ESTEVE Together (the “Program”) in 
accordance with its privacy notice. You may request a copy of the privacy policy by emailing customercare@esteve.com. By signing below, you represent, covenant, and certify as follows: 
(i) My patient has provided all required written authorization(s) as required by all applicable federal or state laws to release to Esteve and the Program all patient information needed for this 
application, including without limitation financial and personally identifiable information in order to (1) conduct coverage support services, and (2) determine eligibility and enroll patient for 
financial assistance; (ii) All of the information provided in this application is complete and accurate; (iii) QUZYTTIR® (cetirizine HCI injection) was prescribed based on my medical judgment 
or the medical judgment of another healthcare professional in my office; (iv) I understand and have explained to my patient that Esteve may modify or terminate the Program at any time 
without notice and that completion of this application does not guarantee enrollment in any particular part of the Program; (v) I understand and agree that any medications supplied by Esteve 
under the Program are for use of the named patient only and shall not be sold, traded, bartered, transferred, returned for credit, submitted to any third party payor (private or government) for 
reimbursement, or counted toward the patient’s Medicare Part D out-of-pocket costs; (vi) I have not received nor will I seek or accept payment from my patient for any co-insurance amount 
paid for by the Program; (vi) I understand that I am under no obligation to prescribe any Esteve drug and I have not received and will not receive any benefit from Esteve for prescribing a Esteve 
drug: and (viii) if I become aware of any errors in the information provided, I will promptly notify Esteve of those errors. 
I authorize Esteve and the Program to act as my representative, and on behalf of myself and my patient, to initiate any benefits investigation (BI), prior authorization (PA) and appeals support, 
co-pay card, and co-pay assistance foundation referrals. By signing below, I request that Esteve and the Program assist my office in providing the requirements of this patient’s health plan 
related to prior authorization for treatment with the product noted in the Drug Therapy portion of this form. I understand that assistance includes obtaining the health plan-specific prior 
authorization form, and providing it based upon the patient-specific information provided on this form. I understand that the partially completed forms will be provided to my office by Esteve 
and the Program for possible completion and submission to the health plan. I request that Esteve and the Program actively monitor the status of the prior authorization submission. I request 
that Esteve and the Program provide status updates to my office with respect to this patient’s prior authorization for treatment with the product noted in the Drug Therapy portion of this form.

Please share a copy of this application with your patient for their records.

1  Prescriber/Facility Information 

Prescriber’s Name: ______________________________________________________ 
NPI #: ____________________________ STATE LIC #:  ________________________ 

PTAN #: _______________________________ Tax ID #: _______________________ 

Site/Facility Name: ______________________________________________________ 

Mailing Address: ________________________________________________________ 

City: __________________________________ State: _________ ZIP: ___________ 

Office Contact’s Name: __________________________________________________ 

Select Preferred Method of Contact: 

Office Contact’s Phone #: ___________________ Fax #: _________________ 

Office Contact’s Email: ________________________________________________ 

2  Patient Information 

Patient’s Name: ________________________________________________________ 

Sex:  Female Male Date of Birth: __________________________ 

Patient’s Address:  ______________________________________________________ 

City: _________________________________   State: _________  ZIP: ____________ 

Home Phone #: ________________________   Cell Phone #: ___________________ 

Email: _________________________________________________________________ 

Best Time to Contact Patient:  ____________________________________________ 

Alt. Contact Name:______________________________________________________ 

Alt. Contact Relationship: ________________________________________________ 

Alt. Contact Phone #: ___________________________________________________ 

3    Clinical Information  
Primary Diagnosis: _______________________________________________________________  Primary Diagnosis ICD-10 Code: __________________________________________ 

Supportive Care Diagnosis: ________________________________________________________  Supportive Care ICD-10 Code: ___________________________________________  

Prior Supportive Care Therapies:  _________________________________________________________________________________________________________________________  

Other relevant medications, drug allergies, or health conditions: 

Target Start Date: _____________________     Notes:

 Commercial/Private Medicare  Medicaid  Other/Uninsured4    Insurance Information (Check the relevant box) 

Medical Insurance Plan 

Insurance Name: __________________________________________________________ 

Phone #: __________________________________________________________________ 

Policy ID #: ___________________________  Group #: __________________________ 

Policyholder Name (if not patient):__________________________________________ 

Policyholder Relationship to Patient: _______________________________________ 

Please submit copies of both sides of patient's insurance card(s) 

Insurance Name: __________________________________________________________ 

Phone #: __________________________________________________________________ 

Policy ID #: ___________________________  Group #:  __________________________ 

BIN: __________________________________  PCN:  ____________________________ 

Policyholder Name (if not patient): __________________________________________ 

Policyholder Relationship to Patient: _______________________________________ 

Visit www.QUZYTTIR.com 
or scan the QR code

Click “Support and Reimbursement”
in the top navigation bar

Scroll down and click “Full enrollment 
form” under ESTEVE Together

Complete page 1 AND 2 of the form.  
Ensure that you have completed all  
requested information

Fax the completed forms to 1-855-774-2583
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We’re Here to Help 
Patient access can be challenging. 
That’s why we’ve established programs to help

REQUEST SAMPLES 
Request samples through the QUZYTTIR Sample Program to evaluate whether 

QUZYTTIR may be right for your appropriate patients.

Contact your QUZYTTIR Account Manager to request samples.

FEEL REASSURED
The QUZYTTIR Assurance Program helps to address reimbursement concerns by 

providing a credit to your practice if your patient’s qualified claim is denied.  

In order to qualify for this program, the practice must run a benefits investigation 

through ESTEVE Together prior to product administration.

Contact ESTEVE Together to learn more.

GET THE PROPER SUPPORT  
ESTEVE Together offers:

• Reimbursement support 

• Benefits investigations

• Assistance in providing information regarding prior authorization (PA) requirements

• Education for you and your patients about the appeals process if coverage is denied

• Patient Assistance Program for eligible patients who establish financial need and  

   do not have insurance coverage. Terms and conditions apply

Call ESTEVE Together at 1-833-ESTEVE-1 (1-833-378-3831),

Monday–Friday, 9:00 am to 5:00 pm ET

Provider Resources
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QUZYTTIR Co-pay Savings Program

If your patients need help with the cost 
of their co-pay, the QUZYTTIR Co-pay 
Savings Program may help. Eligible 
patients may pay as little as $0.*

• �Program allows a 60-day lookback prior to  
enrollment to give your patients time to understand 
their co-pay obligations

RxBIN: 610524
RxPCN: Loyalty
RxGRP: 50777890

Pay as little as
$0*

ID:  XXXXXXXXX

10 mg/mL

*For eligible commercially insured patients, the co-pay card is subject to 
an annual limit. Patients are not eligible if prescriptions are paid for by 
any state or federally funded program, including, but not limited to, 
Medicare or Medicaid, Medigap, VA or DOD or TRICARE, or where 
prohibited by law. Additional terms and conditions apply.

*�For eligible commercially insured patients, the co-pay card is subject to an annual limit. Patients are not 
eligible if prescriptions are paid for by any state or federally funded program, including, but not limited 
to, Medicare or Medicaid, Medigap, VA or DOD or TRICARE, or where prohibited by law. Additional 
terms and conditions apply.

Not actual card.
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We’re Here to Help 
To learn more, reach out to your  
QUZYTTIR Account Manager today.

INDICATION AND USAGE
QUZYTTIR is indicated for the treatment of acute urticaria in adults and children 6 months of age and older.
Limitations of Use: QUZYTTIR is not recommended in pediatric patients <6 years of age with impaired renal or 
hepatic function.

IMPORTANT SAFETY INFORMATION 
Contraindications: Known hypersensitivity to QUZYTTIR or any of its ingredients, to levocetirizine,  
or hydroxyzine.
Warnings and Precautions: The occurrence of somnolence/sedation has been reported in some patients. 
Advise patients to exercise due caution when driving or operating potentially dangerous machinery. Avoid 
concurrent use of QUZYTTIR with alcohol or other CNS depressants because additional reduction in 
alertness and additional impairment of CNS performance may occur.
Adverse Reactions: The most common adverse reactions (incidence <1%) with QUZYTTIR are dysgeusia, 
headache, paresthesia, presyncope, dyspepsia, feeling hot, and hyperhidrosis.
The most common adverse reactions (incidence ≥2%) of oral cetirizine hydrochloride in adults are 
somnolence, fatigue, dry mouth, pharyngitis, and dizziness. Adverse reactions observed in pediatric patients 
with oral cetirizine hydrochloride are headache, pharyngitis, abdominal pain, coughing, somnolence, diarrhea, 
epistaxis, bronchospasm, nausea, and vomiting.
To report SUSPECTED ADVERSE REACTIONS, contact the FDA at 1-800-FDA-1088 or www.FDA.gov/medwatch. You may also 
contact ESTEVE Pharmaceuticals, S.A. at 1-888-306-6259 or drugsafety.us@esteve.com.

Please see accompanying Full Prescribing Information. 

https://www.fda.gov/safety/medwatch-fda-safety-information-and-adverse-event-reporting-program
mailto:drugsafety.us@esteve.com
https://www.quzyttir.com/pdf/QuzyttirPrescribingInformation.pdf

