. . Phone: 1-888-899-7447 CAP Neurology
bio&®scrip Fax: 1-866-368-9808 | Patient Order Form

Patient Name [dmale [ Female Allergies [J NKDA
Date of Birth SSN# Weight [dkg b Date
Address City State Zip

Phone # (Home) (Work) Email address (optional)

INSURANCE INFORMATION

Primary Insurance Medicare ID
Group # Policy # Phone #
Secondary Insurance Policy # Phone #

DIAGNOSIS INFORMATION (Please specify primary and secondary diagnoses)

Primary ICD-9 Secondary ICD-9

Is patient new to therapy? [ ] yes [] no Date of diagnosis

PRESCRIPTION INFORMATION

Medication Dose Directions/Frequency of Administration Total # Doses

1 Acthar HP®

] Avonex® [130 mcg ] IM once weekly

[] Botox®

] Myobloc®

[ Baclofen Intrathecal
[0 500 mcg.mL kit
[1 2000 mcg.mL refill kit — 2 amp
[1 2000 mcg.mL refill kit — 4 amp
O

| D

DELIVERY INSTRUCTIONS

Order will be shipped to the address provided below.
Physician must be registered with CAP at this location and
this must be the site of administration.

PHYSICIAN CONTACT INFORMATION & AUTHORIZATION

Administration
Date *

Physician Name Office Contact Institution

Phone Fax Specialty

Address City/State/Zip

DEA # UPIN #

CAP PIN # NPI #

Physician’s Signature Date

(required to process prescription — stamped signatures are not permissible)

R (12/28/06)
*If this order is needed in less than 48 hours please call 888-899-7447 to place order.





