1752 1st Avenue New York, New York 10128
Tel: 212-988-4500 / Fax: 212-988-4501

Gl
CITYDRUGS

Date Shipment Needed: Ship To:OPatient OPhysicianCINursing needed OTraining needed

Rheu matology Referra I Fo rm All the supplies including syringes and needles will be dispensed if needed

Patient Name: Physician Name:

Address: State Licensei#: DEA##:

City, State Zip: NPI#: Specialty:

Home Phone: Practice Name/Hospital:

Work Phone: Address:

Cell Phone: City, State Zip:

Patient SS#: Phone:

Date of Birth: L / Sex: [IMale CJFemale  Weight: —_lbs kg Fax:

[ See attached demographic sheet  Height BSA m? Nurse/Kay Office Contact:

Primary Insurance: SecondaryInsurance: Rx Card (PRM): Cardholder First Name:

City: State: City: State: PBM BIN: Last Name:

Plani: Plani: City: State: Employer:

Group#: Group#: Group#: ID#:

Phone Phone Phone Groui#'

Primary Diagnosis:  1M06.9 Rheumatoid Arthritis [J140.59 Psoriatic Arthritis  1M08.98 Polyarticular Juvenile Rheumatoid Arthritis ZIM08.00 Juvenile Idiopathic Arthritis
[CIM45.9 Ankylosing Spondylitis ~ [JM33.20 Polmyositis [CIM81.0 Osteoporosis ~ M15.0 Osteoporosis ther

[==]
O
o
=

- Has patient been treated previously for this condition?
«Is patient currently on therapy?  [Yes  [INo

« Other medications patient is currently taking including OTC medications with dosage and direction (or fax medication profile):
[INo  Results:

« Has patient received a PPD (tuberculosis) Skin Test?

CYes CINo
Medication(s):
« Will patient stop taking the above medication(s) before starting the new medication? [JYes [INo, if yes, how long should patient wait before starting the new medication?

[ Yes

Medication(s):

Prior to initiating treatment and periodically during therapy, patient should be evaluated for active tuberculosis and tested for latent infection.

] actemra® 162mg/0.9mi

[ Inject 1 syringe SC every week, 4-week supply
[ Inject 1syringe SC every other week, 4-week supply

Qry: REFILLS,

[ amzia pes® (prefilted Syringe)

20f 200 mg/ml PFS [ CIMZIA 400 mg kit:
2 0f 200 mg vial “Cimzia vial should be prepared
and administered by a health care professional”

[ Enroll in Cimplicity TM Program

Initial Dose: [ 400 mg SQ (2 injections of 200 mg)
initially (Week 0), repeat at weeks 2 and 4
Note: “Cimzia Prefilled Syringe Starter Kit”
will be dispensed unless MD requests for Cimzia vial.
QTY: 1kit (6 PFS) REFILLS 0
Maintenance Dose: [] 400 mg SQ (2 injections of 200 mg)

every 4 weeks
[ 200 mg SQ every 2 weeks
Alt. Dosage:
QTY: 1 box (2 injections) REFILLS,

[] eneReL®
25 mg/ 0.5 ml PFS (prefilled syringes)
] ENBREL 25 mg multiple-use vial
“not to be used in pediatric weighing less than 31 kg (68 Ibs)”
Enroll in Enliven® Program
] 25 mg SQBIW (72-96 hours apart)
REFILLS,

[] otEzLA® 30mg Tablet:

[ 28 days starter pack

30 days maintenance
[ Maintenance Dose: 30 mg ORALLY twice daily;
do not crush, split, or chew
Qry:

REFILLS,

QTY:8
[ Alternate Dosage
Qry: REFILLS

|:| FORTEQ® (Pre-filled Pen):

[ Subcutaneous solution 250 MCG/TML
Dose: 20 mcg subQ once daily

QrY: REFILLS,

[J cosentvxe
[J150mg/ ml pen [ 150 mg/ml pre-filled syringe
[J150myg, lyophilized powder SDV

qQry: REFILLS,

D HUMIRA®PEN CF D HUMIRA®PEN CF
40 mg/0.8 ml 40 mg/0.4 ml
[0 HUMIRA40 mg/0.8 mIPFS (prefilled syringes)
Enroll in myHumira® Program
0 HUMIRA40 mg/0.4 mIPFS (prefilled syringes)
Enroll in myHumira® Program
40 mg SQ every other week
QrY:2

REFILLS
[ 40 mg 5Q every week
QTY: 4 REFILLS
O Altenate Dosage
Qry: REFILLS

“dosage based on
] oRENCIA® 250 mguial ~ prwiiaht G
(Infusion at MD’s office or Infusion Center)

[ nfusion Supplies Needed

Enrollin The Circle® Program
[ less than 60 kg, Dose: 500 mg
[160-100 kg, Dose: 750 mg
[ greater than 100 kg, Dose: 1000 mg
] New Starter: IV Infusion at week 0, week 2, week 4, then
I Maintenance Dose: IV infusion every 4 weeks
[ Subcutaneous Solution: 125 MG/1 ML

Dose: 125 mg subQ once weekly

Qry: REFILLS

SIMPONI® SmartJect 50 mg/0.5 ml
(autoinjector)
[ SIMPONI 50 mg/0.5 ml PFS (prefilled syringe)
Enroll in SimponiOne® Program

[ 50 mg SQ every month

qQry:1 REFILLS__
[ Alternate Dosage.

qQry: REFILLS
[ rinvoq er® Tablet : 15MG

Dose : 15 mg orally once daily

Qry: REFILLS

[ rvmLos™ (pre-flled pen):

[ Subcutaneous solution 3120 MCG/1.56ML
Dose: 80 MCG subQ once daily in periumbilical region

qQry: REFILLS

D ENBREL® SureClick 50 mg/ml (Autoinjector)

1 ENBRELS0 mg/ml PFS (prefilled syringes)
“not to be used in pediatric weighing less than 63 kg (138 Ibs)”
Enrollin Enliven® Program

[ 50 mg SQ weekly QTY: 4 REFILLS

QrY:4 REFILLS
[ Alternate Dosage
qQry: REFILLS,

D HUMIRA®

20 mg/0.4 ml PFS (pediatric prefilled syringe)
“for pediatric 4 years of age and older & weight:
15kg (33 Ibs) to less than 30 kg (66 Ibs)”
Enroll in myHumira® Program

[ 20 mg SQ every other week

D PROLIA® 60 mg/ml PFS (prefilled Syringe)

] PROLIA 60 mg/ml vial
Sig: 60 mg SQ Q 6 months
(should be administered by a healthcare professional)

QrY: REFILLS,

[T xeLsanz® Tablet: s MG

Dose: 5 mg orally twice daily

QrTyY:2 REFILLS
[ Alternate Dosage

Qry: REFILLS
[ xevzara®

Subcutaneous Solution:
150 MG/1.14 ML, 200 MG/1.14 ML
Dose: 200 mg subQ once every 2 weeks

[C] REMICADE® 100 mg vial

I MDs Office Infusion

O lnfusion Supplies Needed (infusion supplies will not
be provided unless they are requested and covered
by insurance)
Enroll in AccessOneSM Program

I New Starter:
mg/kg mg Von: weekO0,
week2, week6, then
I Maintenance Dose: mg/kg
mg IV every weeks for infusions
QrY: REFILLS

[ XELIANZ® XR Extended Release Tablet: 11 MG

Dose: 11 mg orally once daily

[ other:

Qry: REFILLS

=3% signing this form Physician authorized CityDrugs Pharmacy to act as his or her agent in the initiation and execution of patient's insurance Prior Authorization process and agrees to
provi

and will inform

Physician’s Signature:

[ DAW (Dispense as Written)

e CityDrugs Pharmacy all lab results to assist with identification of treatment duration and or futility. The Physician understands that since the patient is on continuous therapy
e Pharmacy should the therapy be discontinued.

Date / /

IMPORTANT NOTICE: This message may contain privileged and confidential information and is intended only for the individual named. If you are not the named addressee, you should not disseminate, distribute or
copy this fax. Please notify the sender immediately if you have received this document by mistake, then destroy this document. Please direct all verification or notification to City Drugs Specialty Pharmacy using the contact

.information provided on this cover sheet




