GASTROENTEROLOGY ENROLLMENT FORM PHARMACY LOCATION

e n C @ re Fax to: 817-332-5363 E:;r; 78_;;-23_2;53712

DATE: 800 8th Avenue, Suite 130
p h arma Cy : SHIPTO: Fort Worth, TX 76104
DATE NEEDED: CIPATIENT I OFFICE

NAME E-MAIL DOB OMmALE OOFEMALE

ADDRESS CITY. STATE ZIP

a HOME TELEPHONE MOBILE PHONE SS#
AX RA R RONT & BACK PRESCRIPTION INFORMATION
"l Entyvio® (Crohn’s/UC) H Humirae (Pediatric Crohn’s) Hl Humirae (Pediatric UC)

Diagnosis Codes

SRR [1300mg/20ml Vial Initial Dose: Initial Dose:
Date of Diagnosis:

— — | Initial Directions: 17 kg (37 lbs) to less than 40 kg (88 1bs); = 6 yrs: | 20 kg (44 Ibs) to less than 40 kg (88 1bs); > 5 yrs:
E Sggg = Crohn's Disease L (}§5l1].89_ Ulcerative Colitis | 3 pgminister 300mg via IV infusion at Weeks 0, L180 mg/0.8 mL, 40 mg/0.4 mL PFS Kit 140mg/0.4mL (CF)Pen  C140mg/0.8mL Pen

\ ther: 2, and 6, then 300mg every 8 weeks. Initial Directions: [140mg/0.4mL (CF) PFS  [140mg/0.8mL PFS
TREATMENT HISTORY COther: DOInject 80 mg SC on Day 1, then 40 mg Day 15, then | Initial Directions: [T Inject 80 mg SCon Day 1,

- - . Initial Directions: J 9 Y
O INfec\g to rH}:rs] mtigéctlr%ee nt|:| Continued Treatment arv:0 Vials %’{;}n%qlf(n}mﬁ{\:%’ﬁisnce dose starting Day 29 | 40 mg on Day 8 and Day 15, then continue with
has patientgs condition improved or stabilized? [1Yes [INo Maintenance Directions: . e gra#r‘]tginégndsosatzrgér;]gg/[}))aSﬁeﬁ"s

Patient Weight___kg/Ib CJ Administer 300mg via IV infusion every 8 wks, | Maintenance Dose: [120mg/0.2mL (CF) PFS) .

jes? . CJ0ther: Maintenance Directions: Maintenance Dose:
MegeaLInon St Lother: | ot —— g T Clinject 20mg SCevery other ek, CT40mg/0.4mL (CF) Pen T 20mg/0.2mL (CF)PES
Crohn's/UC Severity: L1Severe LINoderate LIMild QIY: L12Pens/PFS | Refills______ C140mg/0.4mL (CF)PFS
Presence of Enterocutaneous/ Rectovaginal Fistulas? [ Yes (I No | 3 O Initial Dose: 40 kg (88 bs] and greater; > 6 yrs | Maintenance Directions:
) ‘ ! gina ; 550mg  [1200mg CICD/UC Starter Pack 80mg/0.8mL (CF) (3.Pens) | 3 Miect 20mg SC every week
Has patient been diagnosed with Heart Failure? Clves [ No I Hepatic Encephalopathy: Sig. Take 1Tab PO BID E1C0/UC Stg: tg: PgEk 8039/0'8% @ (3:PErS])S Clinject 40mg SC every other week
Has patient been dlag_nosed mth_Lymp_homa? CIves TINo CJ1BS-D: Sig. Take 1Tab POTID CICD/UC Starter Pack 40mg /0.8mL (6 Pens) Oother:
Does patient have serious/active infection? [1Yes [INo O other E1 CD/UC Starter Pack 40mg/ 0.8mL (6 PFS) QrY: 1 month I3 month | Refills
TB/PPD Test Results? (IYes CINo [ Result? Qry: 0O | Refills Initial Directions: ol Dose: 40 ko (88 Ibs) and oy
Is patient at risk for Hepatitis B infection? [1Ves [INo IfYes, has i g i Initial Dose: 40 kq (88 Ibs) and greater; = 5 yrs
s patien p . DlInject 160 mg SC on Day 1,80 mg on Day 15, then | [ starter Pack 80mg/0.8mL (CF) Pen
I%patltls Bbeen ruled out or treatment started? [1Yes [INo Initial Dose (Crohn’s): continue with maintenance dose starting Day29 |-+ 2 MO
Other: 145mq ERTabl - Dinject 80mg SCon Day 1,80mg on Day 2, 80mg on Day| —, . ..~ -
PRIOR FAILED MEDICATION(S Reﬁ“T g 2 ablet QD12 weeks. Oty 28 tablts 15, then continue with maintenance dose starting Day 29 | L1 Inject 160mg SCon Day 1, 80mg on Day 8 and Day 15,
Medicati Initial Dose (UC): Oother: then continue with maintenance dose starting Day 29
edication : . Olnject 80mg SCon Day 1, Day 2, Day 8, and Day 15
. TY: CI1KIT | Refill J 9 y 1, Vay Z, Vay o, y 1o,
£ Length of Treatment to B‘g‘gﬂg EE EB:S ggigw::{g 8?2 %g ;gg:gg an | e,l : then continue with maintenance dose starting Day 29
=) Reason for Discontinuing Refills _91 ¥ Maintenance Dose: QTY: CI4Pens | Refills
— . [140mg/0.4mL (CF) Pen  [140mg/0.8mL Pen . cesseseimirTiiren
| Medication Maintenance Dose (Crohn’s / UC): [J40mg/0.4mL (CF) PFS  C140mg/0.8mL PFS Maintenance Dose:
s Length of Treatment fo [J15mg ERTablet  Take 1 tablet QD Maintenance Directions: [180mg/0.8mL (CF) Pen [ 40/0.4mL (CF) PFS
—| Reason for Discontinuing [J30mg ERTablet  Take 1 tablet QD nject 40mg SC every other week |:|t.10mg/0.4mL (CF) Pen
= _ _ _ | arv: CI30Tablets | Refills Oother: Maintenance Directions:
(=)l Manufacturer's Support: Is patient enrolled in the product manufacturer's QTY: [12 Pens/PFS | Refills [ Inject 40mg SC every week
v : J
= sponsored support program? (e.q., myHUMIRA, AccessOne) [1Yes [No B Skyrizi® (Crohn’) E(I)?Leecrt 80 SCevery other week

Initial Dose: 1600 mg/10ml Single Dose Vial

O . Ie L 1 otar Initial Directions: Administer 600mg via IV infusion
otrength: Initial Directions: over at least one hour at Week 0, 4, and 8.

B Other Prescription [10.23/0.46 Capsule Starter Kit (7 day)

Drug Name: QTY: 17 Starter Kit (7 Capsules) QrY: Cl1month I3 month | Refills

: O Directions: Da%/s 1-4:Take 0.23mg by mouth once daily. Days | qry: (31 vial Initial Dose: [Vial (130mg/26ml) for IV Admin.
) orv:O | Refills 5-7:Take 0.46mg by mouth once daily. Mai;ltenance Do Initial Directions:

= W Remicade® 100mg SDV (rohns/U0) Maintenance Dose: [10.92mg capsule CI180mg/1.2mL SD Preflled Cartridge D(\thd< 55 kgh Adpinisterh260bmg,(2 Vials) asa

= M Inflectra® 100mg/20ml vial (Crohn’s/UC) Bllangter:ja?]ce an{ectT I:ls: | 1360mg/2.4mL SD Prefilled Cartridge filgs%neg g;i)[”vaveellg Ilalié?n't en begin maintenance
=l M Renflexis® 100mg SDV (Crohn’s/U(] ay 8 and thereafter: Take 1 . i irections: :

U enflexis mg (Crohn’s/UC) y capsule (0.92mg) by | Maintenance Directions: [ (wt 56 kg to 85 kg); Administer 390 mg (3 Vials) as

° p mouth QD i
H Avsola ® 100mg SDV (Crohn’s/UC) Ee!gjaefgr] 80mg SCat Week 12, then every 8 weeks asingle dose via IV infusion, then begin maintenance

M Infliximab 100mg SDV (Crohn’s/UC) QrY: [I30capsules | Refills____ osiiig eight weeks later.

Initial Directions: B Humira® (Adult Crohn’s/UC) tl:hugg%gr%ﬁmg SCat Week 12, then every 8 weeks | [yt > 85 kﬂl): Administer 520 mg (4 Vials) as
O Administer mg (Smg/kg) at Weeks 0, 2, & 6, then Initial Dose: Ol0ther asingle dose IV, then begin maintenance dosing
maintenance dosing. QTY: O0__ Vials CICD/UC Starter Pack 80mg/0.8mL (CF) (3-Pens) QrY:O1aartridge I3 cartridges | Refills eight weeks later ary: O Vials
Other: 3 CD/UC Starter Pack 80mg/0.8mL (CF) (3-PFS) - . £ Mai e
CICD/UC Starter Pack 40mg/ 0.8mL (6 Pens) B Simponi® (U0 Maintenance Dose: [190mg/ml PFS
Maintenance Directions: [JCD/UC Starter Pack 40mg/ 0.8mL (6 PFS) [ SmartJect Pen (100mg/ml) Elma'ﬂte;':“‘e Directions; "
[ Administer mgevery8wks  QTY: O1__ Vials Initial Directions: D.P_FS Syringe (100mg/ml) QTYr]JeDct ! SP(F9SO|nge)f?ICISevery 8 weeks.
Other: Refills Cllnject 160 mg SCon Day 1,80 mg on Day 15, | Initial Directions: : 5 —
B Cimzia® (Crohn’s then continue with maintenance dose starting | I Inject 200mg (2Pen/PFS) SC at Week 0, then M Xeljanz® (UC)
- . . Day 29 100mg (1Pen/PFS) SCat Week 2, then 100mg every 4 | Initial Dose: [110mgTablet [122mg XRTab let
Initial Dose: [ Starter Kit (200mg Pre-filled Syringe) Olnject 80 mg SCon Day 1,80 mg on Day 2,80 | weeks thereafter. Initial Directions:
[Vial (200mg/ml) & supplies mg on Day 15 then continue with maintenance | QTY: CI3pen/PFS
o ‘ dose starting bay 29 [Take 1 tablet (10mg)t;%/mouth BID.
Initial Directions: [ Inject 400mg SC at weeks 0, 2, and 4. ClOther: y ary:0 Maintenance Directions: [Take 1 tablet (22mg XR) by mouth QD.
Ol Other: ) R sweseeee | ClInject 100mg (1 Pen/PFS) SC every 4 weeks arv:C160 CI30 00| Refills_____
Qry: 01 pre-fill syrKIT (6x200mg syr) [ 6 Vials I Maintenance Dose: ary: 11 Pens/ PES Maintenance Dose:
. CJ140mg/0.4mL (CF) Pen  [140mg/0.8mL Pen ’ 111ma XR Tablet |
Maintenance Dose: C140mg/0.4mL (CF) PFS  C140ma/0.8mL PFS O | Refills [11mg XRTablet [CI5mg Tablet
[ Pre-filled Syringe (200mg/ml) CIVial (200mg/ml) & supplies ; e 9/0. Il Methotrexate Maintenance Directions:
i irections: L1 Iniect 400ma SC every 4 week Maintenance Directions: D Take 1 tablet (5Smg) by mouth BID.
W nject 400mg SC every 4 weeks. Oinject 40mg SC every OTHER week. 025 mg tablets 3125 mg/ml Vials ElTake 1 tablet (11mg )2;%) by mouth QD.
QY: O prefiledsyr Ve O | Refills C10ther: - [ Dosing: Cl0ther,
PP y —— |aTv: 02 O [Refills______ ary: O | Refills Qry: 060 O30 O | Refills
INJECTION TRAINING [ Patient has received injection training 1 Physician Office to provide injection training [1Pharmacy to provide injection training
| Prescriber’s Name: Contact Person:
=) Telephone: Fax: Email:
% Office Address: City: State: Zip:
mg NPI # : DEA # : Tax ID # : Medicaid Provider # :
EL *
2| PRESCRIBER’S SIGNATURE (DATE) *IF BRAND DRUGS ARE PREFERRED, HANDWRITE “BRAND MEDICALLY NECESSARY” ABOVE
| authorize the Pharmacy noted above and its representatives to act as an agent to initiate and execute the insurance prior authorization process. ©Encore, LP Al rights Reserved
IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary or exempt from disclosure under applicable law. If it is received by anyone other than the named addressee, the Form: © REF--Gastro-E-
recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions 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 Encore

authority of the sender to the named addressee. ~ For information about the privacy practices of Omnicell, Inc. and its wholly owned subsidiaries or to opt-out certain uses of your personal i on, please visit https://www.omnicell.com/privacy-notice. -5020-08-29-2023



