enceare

DERMATOLOGY SPECIALTY ENROLLMENT

Fax to: 817-332-5363

PHARMACY LOCATION

Phone: 81

7-335-5712

Fax: 817-332-5363
p h arma Cy DATE: SHIP TO: 800 8th Avenue, Suite 130
DATE NEEDED: CIPATIENT O OFFICE Fort Worth, TX 76104
Zo NAME E-MAIL DOB COMALE CIFEMALE
o
Fo ~—| ADDRESS Ty STATE ZIP
HOME TELEPHONE MOBILE PHONE SS#
PLEASE FAX COPY OF INSURANCE CARD (FRONT & BACK) P R RIP O OR A O
DIAGNO 0D p® AR > 0 - A ® ARA®
L1053 ot At [1200mg/ml PFS ¥ AD CIsomgPrs  [C180mg Pen [145mg/0.5ml Pre-filled Syringe
173.2 Hidradenitis Suppurativa O 90mg/1ml Pre-filled Syringe
1209 Atoic Dermatts [ PSORIASIS LOADING DOSE: ' [C] PLAQUE PSORIASIS STARTER DOSE
Dateo(;:‘le):agnosis: [T Inject 400mg (2 PFS/vials) SC every other week. E1100mg vial Dlinject 160mg (2 pens/PFS) SC at week, L] STARTER DOSE
Or Years With Disease 1< 90 kg: Inject 400mg (2 PFS/vials) at week ] INDUCTION DOSE: ‘;°|§|3°‘q’8‘d b):jS]Ong (1 pen/PFS) at weeks 2, 4, [ inject 1PFS SCat Week 0 and 4, then every 12
and 12.
PRIOR (FAILED) TREA ,2,and 4. DOinfuse Smdq/kg (Dose: mg) IV at week Y weeks thereafter.
Medication Reason for D/C 0,2, 6 and every 8 weeks thereafter. D PSORIATIC ARTHRITIS STARTER DOSE QTY: [ 1Pre-filled syringe | Refills: 0
Biologics: D PSORIATIC ARTHRITIS LOADING DOSE: . | fill .
Oral Meds " Dinject 400mg (2 PFS/vials) SC at week 0, 2 art: C__vas | Refilk: Dlinect 160mg (2 ens PF) SCat week, L] MAINTENANCE DOSE
ral Meas
A 1 aan 4 9 o ] MAINTENANCE DOSE: followed by 80mg (1 pen/PFS) SCevery 4 weeks. | Inject TPFS SC every 12 weeks
Toics QTY: 71 Starter kit | Reflls: 0 Dlinfuse Smg/kg (Dose: mg) IV every [[] PLAQUE PSORIASIS/PSORIATIC Oother:
oher E1 2 bores (4 PFSvials) Buweels. ARTHRITIS MAINTENANCE DOSE QY: [17F O 278
QrY: ] vials | Refills: [Jinject 80mg SC every 4 weeks Refills:
A® ; CJother R
[3200mg/mi P C1200mg/ml vial CI100mg/mL PFS QTY: []1-Month [J3-Month Refills:____ [1150mg/miPen  [1150mg/ml PFS
[_] PSORIASIS MAINTENANCE DOSE: [1PSORIASIS INDUCTION DOSE: RA® [] PsORIASIS/PSORIATIC ARTHRITIS STARTER DOSE
[inject 400mg (2 PFSvials ) SC every other week. Iniect 100m weeks 0 and 4, then [JBIOSIMILAR: [inject 150mg SC at Week 0, 4,then every 12
ject 100mg SCat weeks 0and 4, the
inject 200mg (1 PFS/vials) SC every other week. maintenance dosing. ] PSORIASIS INDUCTION DOSE weeks thereafter.
QTY: [ 2PFs | Refills:0 Psoriasis 80 mg/0.8 mL (1) and 40 mg/0.4 mL QTY: [ 1Pack | Refills: 1
LI PSORIATICARTHRITIS MAINTENANCE: | [ pcopiasis MAINTENANCE DOSE: (2) Starter Package -Gitrate Free [] PSORIASIS/PSORIATIC ARTHRITIS MAINTENANCE
Sy [ inject 200mg (1 PFS/vials) SC every other week. Tl inject 100mg SC every 12 weeks D nject 80mg SC on Day 1, then 40mg SC on DOSE
%BSA affected: i i - , .
Weight: kg/lbs Clinjectdo0mg (2 PFS/.waIs) SCetery 4 weeks. QTY: CJ1PFS | Refills: Day 8, then 40mg every other week. Clnject 150mg SC every 12 weeks
TBruledout? [IYes CNo CIN/A ary: O1bex (2 PFS/V|3|§) - QTY: [ 1 Starter Pack | Refills: 0 QTY: [ 1Pack | Refills:
O "Rt n:{Iees oumh::em tﬁ/al:em Cl2boes 4Pty O 2; day Starter Pack (Take as directed on Starter Pack.) BEREEE
. - lire n Starter (.
Active infection? [ Yes [INo Refills: Y cleasdrectedonStareruck) | [ ] psoRIAsIS/PSORIATIC ARTHRITIS MAINTENANCE DOSE [ sureclick Pen (Somg/m) L] 25mg/0.5ml Pre-filed Syringe
Allergies: ® QrY: L 55 tablets (1 pac) | Refill: 0 I:|40mg/0.4mL pen O 40mg/0.8mL pen 3 50mg/mi pre-filled Syringe ] Vial (25mg/0.5ml)
» NKDA [Jlatex O [ Maintenance Dose (30mg) ) [140mg/0.4mLPFS [ 40mg/0.8mL PFS [ somg/mi it caridge
_ . o C1300mg/2mL Pen  C1150mg/mL Pen LlTake 1 tablet by mouth once daily. [ Inject one 40mg dose SC every other week. [] PSORIASIS STARTER DOSE
- |:|150mg/mL PEs O 75mg/0.5mL PFS [Take 1Tablet by mouth twice a daily an: O | Refills: ect 50ma SCTWICE 344 ‘
Ol160mg/mL Pen  CI160mg/mLPFS [ ] LoADING DOSE: ary: O30 Cleo CI___|REFILLS DBnrl:;;fhsr,nt%en mainteanaw:cee d(o;il;gays apart) for

[C] PSORIASIS LOADING DOSE:

O Inject 320mg (2 Pens/ PFS) SCat weeks
0,4,8,12,an

Qry: 11 pack ZPens/PFS)
Refills: 4
[1PSORIASIS MAINTENANCE DOSE:

O Inject k320mg (2 Pens/PFS) SC every

A

O Inject 320mg (2 Pens/PFS) SCevery 4
weeks. (May consider if > 120 kg
(2641bs)).

QrY: CI1 pack (2 Pens/PFS)
Refills:
O
CI6mg Tablet
Take 1 tablet po daily.
QTY: [J__ tabs | Refills: __

®

CamgTablet  [14mgTablet

D ALOPECIA AREATA DOSING:
Take 1 tablet po daily.

Qry: O tabs | Refills:

®

PO
[I50mg/0.5ml Smartlect® (Pen)
[150mg/0.5ml Pre-filled Syringe
[] PSORIATIC ARTHRITIS DOSE:

O Inject 75mg SCon weeks 0,1,2,3, and 4.
O Inject 150mg SCon weeks 0,1,2,3 and 4.
Jinject 300mg SCon weeks 0,1,2, 3, and 4.
QTY: 15 Pen/PFS [110 Pen/PFS
Refills: 0

[C] MAINTENANCE DOSE:
Cdinject 75mg SCevery 4 weeks.
Jinject 150mg SC every 4 weeks.
Jinject 300mg SC every 4 weeks.
[Jinject 300mg SC every 2 weeks.
Qry: [128 days supply

Refills:

H DUPIXENT®

[300mg/2mLPFS [ 300mg/2mL Pen

[1200mg/1.14mL PFS [] 200mg/1.14mL Pen

[C] ATOPIC DERMATITIS OR PRURIGO
NODULARIS INITIAL DOSE:

Dln]ect 600mg (2PFS/Pens) SCon day 1, then

300mg (1 PFS/Pen) SC every other weel startmg
onday 15

Dln]ect400mg (2PFS/Pens) SCon day 1, then
200mg (1PFS/Pen ) SCevery other weel starting
onday 15

Qry: |:|1 box (2 PFS/Pens)

Refills: 0

[C] ATOPIC DERMATITIS OR PRURIGO
NODULARIS MAINTENANCE DOSE:

B ADBRY™
3150mg/mL PFS
"] INDUCTION DOSE:

O Inject SC four-150 mg injections on Day 1, followed by
two-150 mg injections every other week.

QTY: [ 6 packs | Refills: 0
[C] MAINTENANCE DOSE:
= 100 kg: Inject SC two-150 mg injections

D HIDRADENITIS SUPPURATIVA INDUCTION DOSE

Hidradenitis Suppurativa 80 mg/0.8 mL Starter
Package Citrate Free

[T Inject 160mg SC on Day 1, followed by 80mg two
weeks later (Day 15), then 40mg every week
starting on Day 29.

[T Inject 160mg SC on Day 1, followed by 80mg two
weeks later (Day 15), then 80mg every other week
starting on Day 29.

QTY: [ 1 Starter Pack | Refills: 0

every ofher week.

[3<100 kg: Inject SC two-150 mg injections every
four weeks.

QTY: [(J2pack [J4pack Refills:

M Simponi®
[150mg/0.5ml Smartlect® (Pen)
[150mg/0.5ml Pre-filled Syringe

[] PSORIATIC ARTHRITIS DOSE:

CJinject 50mg (0.5ml) SC once a month

QTY: [11Pen/PFS
Refills:

M Simponi Aria®

[50mg/4mL in a single-dose vial
D PSORIATICARTHRITIS INDUCTION DOSING:

DOinfuse 2 mg/kg (Dose: mg) IV over
30 minutes at weeks 0 and 4, then every 8
weeks thereafter.

[] HIDRADENITIS SUPPURATIVA MAINTENANCE DOSE
[340mg/0.4mL pen [ 40mg/0.8mL pen
[140mg/0.4mL PFS [ 40mg/0.8mL PFS
[180mg/0.8mL Pen

[T Inject 40mg SC every week.

[ Inject 80mg SC every other week

Qry: O | Refills:

B XELJANZ®
5mg Tablet

[dake 5mg PO twice daily. [ 0ther
Qr:O_ | Refills_

M XELJANZ XR®
11mg Tablet
[1ake 1 tablet PO twice daily. [ 0ther

qry: 0 | Refills

QTY: [ 3 months supply | Refills: 0

[C] PSORIASIS/PSORIATIC ARTHRITIS
MAINTENANCE DOSE

[Jinject 50mg SCONCE a week
Cother

QTY: [J8PFS/Pen []4PFS/Pen
Refills:

B TREMFYA™

[3100mg/ml PFS [1100mg/ml Autoinjector Pen
[_] STARTER DOSE

[ Inject 100mg SC at Week 0, then start
maintenance dosing at Week 4.

[C] MAINTENANCE DOSE

[ Inject 100mg SC every 8 weeks
(Start maintenance at Week 4).

Cother

QTY: [J1PFS/Pen Refills____

H Rinvoq (Atop!|
D 212Y.0. WEIGHING AT LEAST 40KG AND ADULTS <65 Y.0.
[ 15mg once daily [130mg once daily

QTY: [J30tablets | Refills:

[] =esv.o.

[ 15mg once daily
QTY: [J30tablets | Refills:

W OTHER

EJ50mg/0.5ml Pre-filled Syringe L inject 300mg SC every other week. (] PSORIATIC ARTHRITIS MAINTENANCE DOSING: | /s patient enrofledin product manufacturer-sponsored |  DYU9 Name:

Cother: [Jinject 200mg SC every other week. Dlinfuse 2 mg/kg (Dose: mg) IV over support program? (ex. myHUMIRA, Enbrel support™) Ostrength

QTY: [J8PFS/Pen [J4PFS/Pen [] QTY: 71 box (2PFS/Pens) Refills: 30 minutes every 8 weeks. e O [ Directions:

Refills: QTY: OJ __ vials | Refills: Yes  LNo Qrv:O Refills

ON TRA [ patient has received injection training O Physician Office to provide injection training OO Pharmacy to provide injection training
Prescriber’s Name: Contact Person:

el Telephone: Fax: Email:
==l Office Address: City: State: Zip:

= NPI#: DEA # : TAXID # : Medicaid Provider # :

*

0 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 All rights Reserved
Form: © REF--Derm-E-

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 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.
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