Rheumatology Enroliment Form

Date:

*Ship to:

O Patient [ Office

Needs by Date:

Prescriker Name:

Prescriber Information:

State License #:

DEA #

Group or Hospital:

Address:

City, State, Zip

Phone: Fax:

Office Contact:

Patient Information: (complete the following patient info sheet and send in the demographic sheet)

Patient Name:

Address:

City, State, Zip

Home Phone:

Alternate Phone:

Patient SS # : Date of Birth:
Allergies:
ICD 10: INSURANCE INFORMATION: pLcAsE FAX COPY OF INSURANCE CARD (Front & Back)
Diagnosis: Other Clinical Info / Comments:
LI L40.59 Psoriatic Arthritis O M45.0 Ankylosing Spondylitis General: Is patient also taking methotrexate? O Yes O No
0 M32.10 SLE TB/PPD Test given? O Yes O No
L1 M06.9 Rheumatoid Arthritis O Other Does patient have a latex allergy? [ Yes O No
Prior (FAILED) Medications
Medications Duration of Treatment / Reason for D/C
Patient: WEIGHT kgs.
Comments: Comments:
MEDICATION DOSE / STRENGTH DOSE / STRENGTHDIRECTIONS QUANTITY REFILLS
O  Induction Dose: Inject 400mg subcutaneously on day 1, at week 2, and at week 4
O Ci ia® O 200mg/iml PFS O Maintenance Dose: Inject 200mg subcutaneously every OTHER week
Imzia O 200mg vial O Maintenance Dose: Inject 400mg subcutaneously every 4 weeks
O Other
g gg;’:gm ﬁfe’ﬁ,fﬂﬁksAﬁfi?e°t°' O Inject 50mg SC ONCE a week
O Enbrel® o 25"13 Vial (nj. SUPPﬁesgi”C') S Inject 25mg SC TWICE a week weck suppy
O 25mg/0.5 ml PFS ! 9
. O 40mg/0.8ml PEN O Inject 40mg SC every OTHER week
O Humira® O 40mgi0.8 Prefiled Syringe O Inject 40mg SC ONCE a week 4 week supply
O 250mg Vial g ::E: - :g at weeks, 0, 2 and 4, then every 4 weeks thereafter 4 week supply
O Orencia® g ggmg Pl_re:_"e‘: Syringe O Inject 125mg SC weekly
mg clickjec O Other
O 4 Week Starter Pack O Follow package directions for 4 week titration
O Otezla® O 30mg Tablet O Maintenance dose: 30mg by mouth twice daily
O 10mg Prefilled Syringe O Inject 10mg SC once Weekly
O 12.5mg Prefilled Syringe 0O  Inject 12.5mg SC once Weekly
O 15mg Prefilled Syringe O Inject 15mg SC once Weekly
O Otrexup® O 17.5mg Prefilled Syringe O Inject 17.5mg SC once Weekly
O 20mg Prefilled Syringe O  Inject 20mg SC once Weekly
O 22.5mg Prefilled Syringe O  Inject 22.5mg SC once Weekly
O 25mg Prefilled Syringe O  Inject 25mg SC once Weekly
O 100mg Vial O [IVat0,2and 6 weeks (induction)
O Remicade® O 5mglkg O IV every 8 weeks (maintenance)
] mg/kg 0O IVevery weeks (# of vials)
. O 100mg/10ml Vial
O Rituxan® O 500mg/50mi Vial = # of vial)
O  50mg/0.5ml SMartJect PEN O Inject 50mg SC once monthly 1 month supply
O Simponi® O 50mg/0.5ml Prefilled Syringe
(indicated for RA, PsA and AS) O  Induction Dose: 2mg/kg IV week 0 and week4 -
O  Aria 50mg/4ml vial O Maintenance Dose: 2mglkg IV every 8 weeks (# of vials)
. O 5mg Tablet O 5mg by mouth twice daily
o Xeljanz® O 11mg ER Tablet O 11mg ER by mouth twice daily
) ) * All Patients automatically enrolled in
m} Dlspense as Written appropriate Mfg./Copay programs
(Prescriber Signature) Date

O Home Injection Training

IMPOKIANT NQIICE: 1bis imil ission is s ded to be 7 only to the named
applicable law. If it is received by anyone other than the named ads , the reci;

should i

and i terial that is confidential, privi. 7 or m di under
diately notify tze sender at the address and té’lieplmne Yumber et fo’rtﬂhereih’ and obtfz-irmstruttians as to disposal

of the transmitted material. In no event should such material be read or retained by anyone other than the named addressee, except by express authority of the sener to the named addressee. Revised 03/01/11

oO

_ FAX REFERRAL TO: 718-360-9655
'EneX| q  orcall 718-556-0942
Opecialty




