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PHARMACY




	Patient Information

	Patient Name      
	 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female
	Allergies                            FORMCHECKBOX 
 NKDA

	Date of Birth      
	SSN#      
	Weight  ________ FORMCHECKBOX 
kg  FORMCHECKBOX 
 lb  Date        

	Address      
	City      
	State       
	Zip      

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

	Insurance Information

	Primary Insurance      
	Policyholder      

	Group #      
	Policy #      
	Phone #      

	Secondary Insurance      
	Policy#       
	Phone #      

	Diagnosis/MEDICAL Information  

	 FORMCHECKBOX 
 696.0 Psoriatic Arthritis (PsA)
	 FORMCHECKBOX 
 720.0 Ankylosing Spondylitis  (AS) 
	 FORMCHECKBOX 
 Other ICD 9 _____________

	Prescription Information

	Medication
	Dose
	Directions
	Quantity
	Refills

	 FORMCHECKBOX 
 Enbrel( (Etanercept) PFS

 FORMCHECKBOX 
 Enbrel( (Etanercept) SureClick           Autoinjector
	 FORMCHECKBOX 
 50 mg SQ once weekly
 FORMCHECKBOX 
 _________________________
	_______ kits
	

	 FORMCHECKBOX 
 Humira( (Adalimumab) PFS

 FORMCHECKBOX 
 Humira( (Adalimumab) Pen
	40 mg
	 FORMCHECKBOX 
 SQ every other week 
 FORMCHECKBOX 
 ___________________
	_______ kits
	

	 FORMCHECKBOX 
 Remicade( (Infliximab)


	             FORMCHECKBOX 
 5 mg/kg

 FORMCHECKBOX 
_____mg/kg

(Please fill in weight section)
	 FORMCHECKBOX 
 IV at 0, 2 & 6 weeks (induction)

 FORMCHECKBOX 
 IV every 6 weeks (maintenance for AS)

 FORMCHECKBOX 
 IV every 8 weeks (maintenance for PsA)

 FORMCHECKBOX 
 IV every _______weeks 


	_______ vials
	

	 FORMCHECKBOX 
 Simponi™ (Golimumab)
	 FORMCHECKBOX 
 50mg/ 0.5ml single dose SmartJect autoinjector

 FORMCHECKBOX 
 50mg/ 0.5ml single dose prefilled syringe

	 FORMCHECKBOX 
 Subcutaneously once monthly
	_____ doses  


	

	 FORMCHECKBOX 
 Other:
	
	
	
	

	 FORMCHECKBOX 
 Other:
	
	
	
	

	Delivery Instructions

	 FORMCHECKBOX 
 Physicians Office

 FORMCHECKBOX 
 Patient’s Home
	 FORMCHECKBOX 
 Other
	Date Medication

      Needed                        

	
	Address      
	

	
	City/State/Zip      
	

	Physician Contact Information & Authorization

	Physician Name      
	Office Contact      
	Institution      

	Phone       
	Fax      
	Specialty      

	Address      
	City/State/Zip      

	License #      
	DEA #      
	NPI #      

	Physician’s Signature ___________________________________________________________________________ Date _______________________

(required to process prescription – stamped signatures are not permissible)
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Psoriatic Arthritis or Ankylosing Spondylitis 


Enrollment Form

















