Signature Care Program

. 2506 Lakeland Drive
Jackson, MS 39232
7 TRANSCRIPT
PH AR M ACY Phone: 866-420-4041
Fax: 601-420-4040

PATIENT BENEFIT SPECIALISTS INFORMATION FORM
PROVIDER OFFICE COVER LETTER

E-scribe to Transcript Pharmacy today!
Specialty Medication Prior Authorization Request

For Transcript Pharmacy to assist with most prior authorizations we will need the following patient information:

e Demographics page
e Copy of Insurance Card
e Any recent clinical notes and labs pertaining to the medication
¢ Medications the patient was previously treated with for the diagnosis
e For RA, Crohn’s, Psoriasis and Psoriatic Arthritis Medications:
o Results and date of last PPD test
e Prescription/Enrollment Form

Office Point of Contact Name:

Preferred Contact Information:
(Phone, Email, Any Other Contact Notes)

Other Notes:

E-Scribe Rx and Fax this Form to 601-420-4040

Important Notice: This communication contains information that is confidential and protected from disclosure. If the reader of this message is not the intended recipient, employee or agent responsible for delivering the
message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited. If you have received this communication in error, please reply to the
sender that you have received the message in error and destroy this copy.




