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Phone : 844-800-5377 Fax:214-782-9155
RHEUMATOLOGY ORAL/SQ RX ENROLLMENT FORM
Referral Date: Shipto:  [JHome [Joffice  []other
PATIENT INFORMATION
Patient Name: Date of Birth: Gender:
Home Phone: | Cell Phone: Email:
Address: City: State: Zip:
Emergency Contact: Emergency Phone:

INSURANCE INFORMATION Please fax copy of prescription and insurance cards with this form if available (front and back)

Prior Authorization Reference Number:

DIAGNOSIS PRESCRIBER INFORMATION

|:| MO06.9 Rheumatoid Arthritis Prescriber Name:
|:| MO08.0 Juvenile Rheumatoid Arthritis DEA #: NPI #:
] M45.9 Ankylosing Spondylitis Address.
[] L40.59 Psoriatic Arthritis
City: State: Zip:
[] other:
Date of Diagnosis: Phone: Fax:
Other Conditions: Contact Person:
Patient Weight: [Ike [Jibs Therapy [] New [] Reauthorization [] Restart
Allergies: Prior Therapy:
Current Medications: Tx Response and Dates:
CrCl: Hepatitis B ruled out: |:| Yes |:| No |:| Pharmacy to coordinate home health nursing visit and/or nursing training
TB Test performed: ~ []Yes [[]JNo Results: [[] patient already trained on subcutaneous infusion

PRESCRIPTION INFORMATION RX to include diluents, needles, syringes, ancillary supplies, home medical equipment to administer infusion.

Medication Strength Dose and Directions Quantity Refills
[ Abrilada® []40mg/0.8mL Pen [ inject 40mg/0.8mL Pen SQ every week
Abrilada
[] 40mg/0.8mL Syringe [] Inject 40mg/0.8mL Syringe SQ every other week
|:| 162mg/0.9mL Pen |:| Patients weighing <100kg: Inject 162mg SQ once every other week.
[]Actemra®
[] 162mg/0.9mL PFS [[] Patients weighing 2100kg: Inject 162mg SQ once every week.
O . []40mg/0.8mL Pen ] inject 40mg/0.8mL SQ every week
Amjevita
|:| 40mg/0.8mL Syringe |:| Inject 40mg/0.8mL SQ every other week

|:| Loading Dose: Inject 400mg SQ at weeks 0, 2, and 4.
[] 200mg/mL pFs

[ cimzia® 0 [[] Maintenance Dose: Inject 400mg SQ every 4 weeks.
200 L Vial
meg/mL Via |:| Maintenance Dose: Inject 200mg SQ every 2 weeks.

[] 150mg/mL PFS [ ] Loading Dose: Inject 150mg SQ at weeks 0, 1, 2, 3, and 4.
[ Cosentyc® [ ]150mg/mL Pen [] Loading Dose: Inject 300mg SQ at weeks 0, 1, 2, 3, and 4.

] 150mg/mL PFS (2 Pack) [ ] Maintenance Dose: Inject 150mg SQ every 4 weeks.

[] 150mg/mL Pen (2 Pack) [ ] Maintenance Dose: Inject 300mg SQ every 4 weeks.
[eyitelzo® []40mg/0.8mL Pen [ inject 40mg/0.8mL SQ every week

yltelzo

[] 40mg/0.8mL Syringe [] Inject 40mg/0.8mL SQ every other week

[]other:
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SSRGS EREE S &8 Specialty Infusion RHEUMATOLOGY ORAL/SQ RX ENROLLMENT FORM
Referral Date: Shipto:  []Home [Joffice [Jother
D A ORMATIO
Patient Name: Date of Birth: Phone:
Address: City: | State: | Zip:
Prescriber Name: Prescriber Phone
CLINICAL INFORMATION
Patient Weight: [Jke [lbs Therapy [ ] New [ ] Reauthorization [ ] Restart
Allergies: Prior Therapy:
Current Medications: Tx Response and Dates:
CrCl: Hepatitis B ruled out: [ ] Yes [INo [] Pharmacy to coordinate home health nursing visit and/or nursing training
TB Test performed:  []Yes [|No Results: [[] patient already trained on subcutaneous infusion
PRESCRIPTION INFORMATION RX to include diluents, needles, syringes, ancillary supplies, home medical equipment to administer infusion.
Medication Strength Dose and Directions Quantity Refills
[]25mg/0.5mL PFS
|:| Enbrel® |:| 25mg/0.5mL vial |:| Inject 25mg SQ twice weekly. (72-96 hours apart)
nbre
[150mg/mL PFs [] Inject 50mg SQ once a weekly.
|:| 50mg/mL SureClick Autoinjector
[] 40mg/0.4mL Pen
[ Hadlimas® [] 40mg/0.4mL PFS [ ] Inject 40mg SQ every week.
adlima
|:| 40mg/0.8mL Pen |:| Inject 40mg SQ every other week.
[]40mg/0.8mL PFS
|:| 20mg/0.4mL PFS CF |:| Inject 20mg SQ every other week.
|:| Humira® |:| 40mg/0.8mL Pen CF |:| Inject 40mg SQ every week.
|:| 40mg/0.8mL PFS CF |:| Inject 40mg SQ every other week.
il [ ]40mg/0.4mL Pen [ inject 40mg SQ every week
Ak |:| 40mg/0.4mL Syringe |:| Inject 40mg SQ every other week
Inject mg SQ ever weeks.
[] naris® [] 150mg/mL Injection SDV O J — e y—ro )
|:| Inject 4mg/kg SQ every 4 weeks. (300mg/dose maximum)
[]150mg/1.14mL Pen ,
|:| Inject 150mg SQ every 2 weeks
O . [ ]150mg/1.14mL PFS | - 7 week
Kevzara nject m every 2 weeks
v ] 200mg/1.14mL Pen [ g 5Q every
[ ]200mg/1.14mL PFS
0 [] 1mg Tablet [] Take 1mg tablet orally once daily
Olumiant®
|:| 2mg Tablet |:| Take 2mg tablet orally once daily as monotherapy or in combination.
[[]125mg Pen
|:| D 125mg PFS |:| Inject 200mg SQ every 2 weeks.
Orencia® .
|:| 250mg vial |:| Inject 125mg SQ every 2 weeks.
[Jother:
|:| Five (5) day titration period:
Day 1: Take 10mg PO in the morning.
o Day 2: Take 10mg PO in the morning and 10mg PO in the evening.
D Titration Starter Pack Day 3: Take 10mg PO in the morning and 20mg PO in the evening.
D Otezia® for 30mg BID dosage Day 4: Take 20mg PO in the morning and 20mg PO in the evening.
Day 5: Take 20mg PO in the morning and 30mg PO in the evening.
Day 6 and thereafter: 30 mg PO twice daily.
|:| 30mg tablet |:| Maintenance Dose: 30mg orally twice daily.
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Fax :214-782-9155
RHEUMATOLOGY ORAL/SQ RX ENROLLMENT FORM

Phone : 844-800-5377

CarePartners

&® Specialty Infusion

EPSRX

A CarcPartners Pharmacy Company

\
K/

Referral Date: Shipto:  []Home [Joffice ~ []other
D A ORMATIO
Patient Name: Date of Birth: Phone:
Address: City: | State: | Zip:

Prescriber Name: Prescriber Phone

CLINICAL INFORMATION
[k [tbs

Patient Weight:

Therapy [ ] New [ ] Reauthorization [ ] Restart

Allergies: Prior Therapy:

Current Medications: Tx Response and Dates:

CrCl: Hepatitis B ruled out: [ |Yes [ ]No

[JYes []No

PRESCRIPTION INFORMATION RX to include diluents, needles, syringes, ancillary supplies, home medical equipment to administer infusion.

|:| Pharmacy to coordinate home health nursing visit and/or nursing training

TB Test performed: Results:

|:| Patient already trained on subcutaneous infusion

Medication Strength Dose and Directions Quantity Refills

] Rinvog® []15mg Oral Tablet [[] Take one tablet orally once daily with or without food.

[] 150mg/mL Pen
[] 150mg/mL PFs

[]Inject 150mg SQ at Week 0.

171®
D 0.9 |:| Inject 150mg SQ every 12 weeks starting at Week 4.

[] 50mg/0.5mL Autoinjector []Inject 50mg SQ once a month.

[ simponi® ] 50mg/0.5mL PFS
[] 100mg/0.5mL PFS [ other:
[ ] Loading Dose: Inject 45mg SQ on Day 1.
[] 45mg/0.5mg PFS [] Loading Dose: Inject 90mg SQ on Day 1.
[ stelara® [] 50mg/0.5mL PFs [] Loading Dose: Inject 45mg SQ every 12 weeks.

D 100mg/0.5mL PFS |:| Loading Dose: Inject 90mg every 12 weeks.

|:| Maintenance Dose: Inject 90mg SQ on Day 29 and every 12 weeks after.

|:| 80mg/mL Pen |:| Loading Dose: Inject 160mg (2 injections of 80mg) once SQ on week 0.

[]Taltz®

PRESCRIBER SIGNATURE REQUIRED (STAMP SIGNATURE NOT ALLOWED)

By signing this form and using this pharmacy’s services, you are authorizing this pharmacy to serve as your prior authorization designated agent in dealing with prescription and medical insurance companies.

|:| 80mg/mL PFS |:| Maintenance Dose: Inject 80mg once SQ every 4 weeks.
|:| S |:| 100mg/mL PEN |:| Loading Dose: Inject 100mg SQ at Week 0 and Week 4.
remfya
K |:| 100mg/mL PFS |:| Maintenance Dose: Inject 80mg SQ once every 4 weeks
(starting at Week 4).
Take one tablet orally once daily.
|:| Xeljanz® |:| 5mg Tablet D Y Y
|:| Take one tablet orally twice daily.
|:| Xeljanz® XR |:| 11mg Tablet |:| Take one tablet orally once daily.
Inject 40mg SQ every week.
[] Yusimry® [ ]40mg/0.8mL Pen [l J g3Q v
|:| Inject 40mg SQ every other week.
|:| - o |:| 40mg/0.4mL Pen |:| Inject 40mg SQ every week.
uflyma
Y []40mg/0.4 Syringe [] Inject 40mg SQ every other week.

[ May Substitute/Product Selection Permitted/Substitution Permissible
Prescriber Signature

Date

Prescriber Signature

[] Dispense as Written/Brand Medically Necessary/Do Not Substitute/No Substitution/May Not Substitute
Date

CA, MA, NC & PR: Interchange is mandated unless Prescriber writes the words “No Substitution”

NY & lowa providers, please submit electronic prescription.

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute or copy this fax.
Please notify the sender immediately if you have received this document by mistake, then destroy this document. Please direct all verification or notification to EPSrx or any of its subsidiaries using the contact information

provided on this coversheet. This referral form is intended to assist with the processing of the patient’s prescription and can be used at any pharmacy of the patient’s choosing. It is not limited to the pharmacy listed on the form,
nor does it imply that the patient is required to fill their prescription at a specific location. Patients maintain the right to select the pharmacy that best meets their needs. Please refer to TSBP Rule 281.7(15) for further guidance.
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