MEN’S HEALTH ONCOLOGY ENROLLMENT FORM

enceare

Fax to:817-332-5363

PHARMACY LOCATION
Phone: 817-335-5712

Fax:817-332-5363

pharmacy  [oe s TO 500 th Avenue, e 130
DATE NEEDED: O PATIENT O OFFICE Fort Worth, TX 76104
= NAME: E-MAIL DOB: MALE FEMALE
Z0
i ADDRESS: ary STATE zIP
=
a HOME TELEPHONE: MOBILE PHONE: SS#__ - -
ALLERGIES: COMORBIDITIES:
HEIGHT: infcm  WEIGHT: Ib/kg  BSA: m2
-
w1l=) PRIOR FAILED THERAPIES: REASONS FOR DISCONTINUATION:
=
1| PRIOR FAILED THERAPIES: REASONS FOR DISCONTINUATION:
| CURRENT CYCLE #: TOTAL # OF CYCLES:

Diagnosis Code:

C61: Neoplasm of Prostate

R39.89 Other symptoms & signs involving genitourinary system

PRESCRIPTION INFORMATION

[]Erleada® (apalutamide)
[0 60 mg tablets [J 240 mg tablets
Directions: Take 240mg PO once daily.
Qry: Refills:

[1Zytiga® (Abiraterone Acetate)
O 250 mg tablets O 500 mg tablets
Directions: Take 1,000 mg PO once daily on

[1 Nilutamide
O 150 mg tablets

Directions:
[ Take 300 mg PO once daily for 30 days
O Take 150 mg PO once daily.

QTY: Refills:

C68.0 : Neoplasm of Prostate Utricle

_ Code: Description :

D41.4 Neoplasm of uncertain behavior of bladder

[_IPrednisone

O 5mgtablets I 10mg tablets
[ 20 mg tablets

Directions:Take 50mg PO once daily.

QrY: _ Refills,___

[_1Yonsa® (Abiraterone acetate)
O 125 mg tablets

Directions: Take 500 mg PO once daily with or
without food.

Qry: Refills:

an empty stomach, at least 1 hour before or 2 Directions:
hours after a meal with prednisone. O Take mg orally once daily.
qry: Refills: O Take mg orally twice daily.
QrY: _ Refills___
[1Casodex® (bicalutamide) I
O 50 mg tablets D DOCEtaxe
[J020mg/1mL SDV O 80mg/8mL MDV

[120mg/2mL __sov __wov 3 160mg/8mL MDV
180mg/4mL __sov __mov 3 160mg/16mL MDV

1] Firmagon® (degarelix)

[1Jevtana® (cabazitaxel)
0 60 mg/1.5mL single dose vial

PRESCRIPTION INFORMATION

O 240 mg kit
Initial dose: Administer 240mg SQ (2 separate
injections of 120mg each.)

Directions:
every 21 days.

Qry:

mg/m?’ infused once

Refills:

IZIProvenge® (Sipuleucel-T)
O 50 million autologous (D54 cells/250mL

Directions: Administer the entire contents of the
bag via IV infusion at 2-week intervals for 3 doses.

QTY: 250mL  Refills:

L] Zoladex® (Goserelin Acetate SQ Implant)

Directions: mg/m? infused once . ——————
every 3 weeks. 0 80mgkit O 3.6mg (1 month PFS)  Administer SQ once a month (28 days).
QTY: Refills: Maintenance dose: Administer 80 mg SQ
every 28 days. O 10.8mg (3 month PFS)  Administer SQ once every 3 months.
ke QrY: 1kit Refils
[ Lupron® Depot (leuprolide acetate depot) |[] Fulexin® (Flutamide) Other:
. ® .
(] Eligard® Depot (leuprolide acetate depot) F‘ 125‘ mg capsules Drug Name:
O 7.5mg-1MonthKit ~ Administer IM once a month. Directions: Take 250mg (two 125mg
O 22.5mg -3 Month Kit ~ Administer IM once every 3 months. capsules) PO every 8 hours. Strength:
O 30mg—4MonthKit  Administer IM once every 4 months. Qry: Refills: Directions:
O 45mg—6MonthKit  Administer IM once every 6 months. ’
QTY: Tkit Refills Qry: Refllls:
DELIVERY INFORMATION
NEEDS BY: DELIVERTO: __ Patient'sHome __ Provider’s Office =~ Other:
ez Prescriber’s Name: Contact Person:
glc:a Telephone: Fax: Email:
= =1 Office Address: City: State: Zip:
mg NPI # : DEA # : UPIN # : Medicaid Provider # :
ocw
az *
| PRESCRIBER'S SIGNATURE (DATE) *IF BRAND DRUGS ARE PREFERRED, HANDWRITE “BRAND MEDICALLY NECESSARY” ABOVE

I authorize the Pharmacy noted above and its representatives to act as an agent to initiate and execute the insurance prior authorization process.

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 | Form: -MensOncIVOral
law. Ifit is received by anyone other than the named addressee, the 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 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 information, please visit https://www.omnicell.com/privacy-notice.

©Encore, LP All rights Reserved

-E-Encore
-5202-09-27-2023




MEN’S HEALTH ONCOLOGY ENROLLMENT FORM
Supportive Medications

ENCRAIE raxto:817-332-5363 PHARMACY LOCATION

Fax:817-332-5363

pharmacy  [oe s TO 500 th Avenue, e 130

DATE NEEDED: O PATIENT O OFFICE Fort Worth, TX 76104
= NAME: E-MAIL DOB: MALE  FEMALE
E; ADDRESS: cITyY. STATE zIp
" 3| HOME TELEPHONE: MOBILE PHONE: SS#_ - -
ALLERGIES: COMORBIDITIES:
HEIGHT: in/cm  WEIGHT: Ib/kg BSA: m2
-l
5 ‘=) PRIOR FAILED THERAPIES: REASONS FOR DISCONTINUATION:
=
E ~=| PRIOR FAILED THERAPIES: REASONS FOR DISCONTINUATION:
| CURRENT CYCLE #: TOTAL # OF CYCLES:
Diagnosis Code: __ C61:Neoplasm of Prostate ___ C68.0 : Neoplasm of Prostate Utricle ~ ____D41.4 Neoplasm of uncertain behavior of bladder
____R39.89 Other symptoms & signs involving genitourinary system __ Code: Description :
PRESCRIPTION INFORMATION
[_IMethylprednisolone [_1Prednisone [IDexamethasone [IHydrocortisone
0 4 mg tablets O 5mg tablets O 1mg tablets O 6mg tablets O 5mg tablets
O 8 mg tablets [0 10mg tablets O 2mg tablets O 4 mg tablets [0 10mg tablets
16 mg tablets O 20 mg tablets Directions: O 20 mg tablets
Directions: Directions: O Take myg orally once daily. Directions:
O Take mg orally once daily. O Take mg orally once daily. O Take mg orally twice daily. O
O Take mg orally twice daily. 0O Take mg orally twice daily. QTY: Refills Qry: Refills
Qry: Refills Qry: Refills
- [ClGranisetron []sancuso®
=] [_londansetron [_]Anzemet® (dolasetron mesylate) [ 1mg tablets OI1mg/TmL SDV O 3.1mg patches
= " N
=8 O 4mgtablets [ 50mg tablets [ 4mg/4ml. MOV Directions:
= 0 8mg tablets Directions: Directions: O
= Directions: O Take mg orally 1-hour before qry: Refills ary: Refills
= O chemotherapy.
4 . in®
o arv. Refill [IFosaprepitant [IProlia® tenosumaty
'é QTYI Refills 0 150 mg SDV O 60 mg PFS
§ Directions: [I):il"zgtims; I sronth
mg su cutaneous y every months.
= ® . . ® . O
E |:|Akynzeo (Netupitant, Fosnetupitant, I:l Emend (Aprepitant) ar: Refils QTY: 1Syringe Refills
Palonosetron) O 40mg capsules [T 125mg Suspension
7 300-0.5 mg capsules O] 80mg capsules T 125-80 mg Kit O R [IZoledronicacid
L [1125mg capsules 1 150mg SDV Xgeva® tdenosumab)
Directions: O 120ma SOV O 4mg/5mL O 4mg/ 100 mL
O Take 1 capsule as a single dose approximately Directions: L g Directions:
60 minutes prior to chemotherapy. | DE'IreCt'o“S: O 4mginfused once every weeks.
aTy: Refill Qry: Refills 120mg subcutaneously once every 4 weeks. QTY: 1 unit Refills
QTY: 1.75mL  Refills -
[_IMitoxantrone Other:
Directions:
O 20mg/10mL 5. Drug Name: Strength:
mg/m* infused every 21 days.
O 25mg/12.5mL o g y y Directions:
O 20mg/15mL QryY: units Refills QTY: Refills:
DELIVERY INFORMATION
NEEDS BY: DELIVERTO: Patient’s Home Provider’s Office Other:
ez Prescriber’s Name: Contact Person:
glc:’ Telephone: Fax: Email:
= =1 Office Address: City: State: Zip:
m“o‘ NPI # : DEA # : UPIN # : Medicaid Provider # :
o w *
az
B PRESCRIBER'S SIGNATURE (DATE) *IF BRAND DRUGS ARE PREFERRED, HANDWRITE “BRAND MEDICALLY NECESSARY” ABOVE
I authorize the Pharmacy noted above and its representatives to act as an agent to initiate and execute the insurance prior authorization process. ©Encore, LP Allrights 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 | Form: -MensOncSupMed
law. Ifit is received by anyone other than the named addressee, the recipient should immediately notify the sender at the address and telephone number set forth herein and obtain instructions as to disposal of the § -E-Encore
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 sender to the named addressee. For information about the 5202-09-27-2023
privacy practices of Omnicell, Inc. and its wholly owned subsidiaries or to opt-out certain uses of your personal information, please visit https://www.omnicell.com/privacy-notice.
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