Der matology
Prescription Referral Form

Rosemont

Specialty Pharmacy

Phone: 1.877.592.7988

Fax: 1.800.787.0874 WWW.r osemontspecialtyr x.com
Date MedicationNeeded: ____ Ship To: O Patient's Home CPrescriber’s Office CPick-up
‘ 1: Patient Information | Insurance Information: Please fax FRONT and BACK copy of ALL Insurance cards (Prescription and Medical)
Patient Name: Birthdate:__ Sex: OMale OFemale Height: Weight: Olbs. Okg.
Soc. Sec. #: Preferred Phone: Known Allergies:
Address: City: State: Zip:
\ Alternate Caregiver Name: Preferred Phone: J
A
Provider Name: DEA#: NPI#: Tax ID#:
Address: Phone: Fax:
 City, State, Zip: Key Contact: Phone: )
3: Diagnosis/Clinical Information | Please FAX recent clinical notes, Labs, Tests, with the prescription to expedite the Prior Authorization
Diagnosis: Front Back
Date of Diagnosis (or years with disease): % BSA
Has patient been treated previously for this condition? Cvyes ONo affected by Psoriasis

If yes, medication/therapy failed (length of therapy):
Has Patient received PPD (tuberculosis) Skin Test? OYes O No

Has Hepatitis B been ruled out or treatment been initiated? O Yes O No

Does patient have a latex allergy? O ves O No R L L R
.

4: Prescription Information

Medication Dose/Strength Sig Qty.
[ starter Dose: Inject SC at weeks 0, 1, 2, 3 and 4 0
[ Cosentyx® [ 300mg OR 150mg i ~ |[C maintenance Dose: Inject SC every 4 weeks
Sensoready Pen OR Prefilled Syringe
[ other:
) [ starter Dose: [ 1600mg SC divided in 2 different injection sites 2 0
[ Dupixent® [ 300mg/2mL Prefilled Syringe .
[ Maintenance Dose: []300mg SC every other week 2
[ 50mg/ml Prefilled Syringe C Starter Dose: Inject 50mg SC TWICE a week (72-96 hours apart for three months)
LJEnbrel® [ 50mg/ml SureClick™ Autoinjector [ Maintenance Dose: Inject 50mg SC ONCE a week
[ 25mg/0.5ml Prefilled Syringe [ Other:
; [ 20mg/0.4ml Prefilled Syringe Starter Dose:
["THumira® 2 dosges) yring [ Hidradenitis Suppurativa: Inject 160mg SC in day 1, then 80mg on day 15
[T Injection training [ 40mg/0.8ml Pen (2 doses) [ Plaque Psoriasis; Inject 80mg SC day 1, then 40mg on day 8, and then 40mgevery 2 weeks thereafter 0 refills
from My Humira [ 40mg/0.8ml Prefilled Syringe [ other: for Starter
(patient must 2 doses)_ Maintenance Dose: dose
sign below) L 40mg Kit 4x0.8ml [ Hidradenitis Suppurativa: Inject 40mg SC on day 29 and then every week thereafter
[ 40mg Starter Kit 6x0.8ml [ Plaque Psoriasis; Inject 40mg SC every 2 weeks
["TOtezla® Please use Otezla-specific referral form available at avella.com/forms
. [ starter Dose: []210mg SC on weeks 0, 1, 2 0
CIsilig® [ 210mg/1.5mL Prefilled Syringe
[ Maintenance Dose:[] 210mg SC every 2 weeks
Starter Dose: [ Inject 45mg SC (patient <100 kg) at Day 1 initial
Inject 90mg SC (patient >100 kg) at Day 1 Dose: 1
[ stelara® [ 45mg/0.5ml Prefilled Syringe Maintenance Dose:
[ 90mg/1ml Prefilled Syringe r Inject 45mg SC (patient <100 kg) On Day 29 and then every 12 weeks O] other:
[ Inject 90mg SC (patient >100 kg) On Day 29 and then every 12 weeks ’
[ other:
O Taltz® C Autoinjector 80mg/mL [ starter Dose: 160mg SQ at week 0; then inject 80mg SQ at weeks 2,4,6,8,10 & 12
[ Prefilled Syringe 80mg/mL [ Maintenance Dose: 80mg SQ every 4 weeks
0 ® C X X [ starter Dose: Inject 100mg SC at weeks 0 & 4
Tremfya 100mg/ml Prefilled Syringe [ Maintenance Dose: Inject 100mg SQ every 8 weeks
CJvalchlor™ T 0.016% gel Apply a thin film once daily to the affected aread of the body. Directions, if different from above:
alchlor’ . ge
\ J
( Patient Support Programs: Please sign and date below to enroll in the pharmaceutical company assisted patient support program
Patient Signature: . Date:
( Prescriber Signature: Prescriber, please sign and date below )
Dispense as written - Date Substitution Permissable VDate

lauthorise Rosemont Spedalty Pharmacy and itsrepresentatives to act as an agent to initiate and execute the insurance prior aut horization process. .

I PORTANT NOTICE : Thistax ks intended ta be delvessd anly 10 the named address od and contains confiden £l information that may be protocted health information under ( # of Prescrlptlons: )
federaland stte Lws. Hyou are not the intended reapkent do not distribute of oopy this fao Plezss no oy the sen der immed iiely i you recehned this document in emnar and
destroy this dooumen timmediately.




