Rheumatology Order Form

2506 Lakeland Drive, Suite 201, Jackson, Mississippi 39232
Pharmacy phone: (866) 420-4041 Pharmacy fax: (601) 420-4040
www.transcriptpharmacy.com

Prescriber Information

TRANSCRIPT

Patient Information

Patient name Prescriber name Lic#
Address DEA# Tax ID

City State Zip Practice name

Home phone Cell Address Suite
DOB SSN City State Zip
Drug allergies, OMale QFemale  Office Phone Fax

Insurance, Medicare or Medicaid Information

Primary Insurance

Secondary Insurance(_If applicable,)

Policy #

Group, Policy #

Group

Insurance phone

Insurance phone

Prescription Drug Coverage: Company

RXGRP#

Phone

RXBIN#

PCN/ID# (if avail.)
COMPLETE OR FAX FRONT AND BACK COPIES OF INSURANCE , PRESCRIPTION AND/OR CO-PAY ASSISTANCE CARD(S)

Clinical Information

Primary diagnosis ICD-9 Patient weight Ibs or kgs (please circle) TB/PPD test given? OYes O No
Prior Treatments: O 5-ASA OAzathioprine  OAzulfidine OCelebrex OCorticosteroids QGold Salts Qlmmunosuppressants O MTX ONSAIDS OPenicillamine  QPlaquenil
OOther

OPrevious biologic This Rxis: OQNew therapy OContinuing previous treatment on this agent

Date of last dose / /

Currently on a biologic? OYes ONo How long?

Additional medical justification

Drug Name Prescription Orders Quantity  Refills
(PLEASE CHECK ONE OR MORE)
" Olnitial dose of 400mg SC at weeks 0, 2 and 4, followed by: 28day | Refls
QCimzia® ) i supply
OMaintenance dose of 400mg SC every 4 weeks ~ [OR] OMaintenance dose of 200mg SC every 2 weeks
® 28 day Refills
Enbrel 59”‘ lul . Olnject 50mg SC once weekly supply
OSureClick Auto-Injector
QPFS (prefilled syringes) QOther:
Enbrel® 25mg/0.5m . . 28day | Reflls
? . Olnject 25mg SC twice weekl
OPre-filled syringe ) 9 y supply
OVial kit QOther:

Humira® 28 day Refills
OPen O40mg SC every other week [OR] Olncreased frequency of 40mg SC once weekly for patients NOT receiving MTX supply
QSyringe

30 day Refills

QSimponi® Olnject 50 mg SC once per month with SmartJect® auto injector  [OR]  O50mg SC once per month (PFS) supply

ORemicade® Directions Qty Refills
100mg vial

OOrencia® Directions Qty Refills
250mg vial

Other medication Directions Qty Refills

Other medication Directions Qty Refills

Deliver to: O Patient's home OMD’s office O 1stdose to MD’s office, remaining refills to patient home

We authorize Transcript Pharmacy, its employees and agents, to assist with delegated prior authorization requests to the fullest extent allowable by law and insurer guidelines.

Injection training needed? OYes O No

Prescriber signature and/or Name of Authorized Agent (RN, CNP, MA, etc.)

Preferred phone number & extension

Date



