
Huntington’s DiseaseP: 1-855-263-4537 • F: 1-877-222-5036
www.MeijerSpecialtyPharmacy.com

Clinical Information  |  PLEASE SEND COPY OF MEDICAL AND PRESCRIPTION INSURANCE CARDS, PROGRESS NOTES AND LAB REPORTS, SUPPORTING DIAGNOSIS, CO-MORBIDITIES AND LAB VALUES

ICD-10/Diagnosis Code:       Huntington’s Disease (G10)            Other: Has patient been previously treated for this condition?         Y           N

Prior failed medication (medication and duration of treatment/reason for d/c):

Patient currently on therapy?        Y           N     Medication(s): Will patient be stopping above medication before starting new therapy?         Y           N Discontinuation Date:          /          /

Is prescriber a Neurologist? If no, please include neurology consult if available      Other: Number of relapses in past year: Last MRI date:          /          / Any MRI changes?        Y           N

Is patient pregnant, nursing or planning pregnancy?        Y           N           N/A      Serum Creatine:      Creatinine Clearance:

Prescriber Name:      MD         DO         NP         PA NPI:

Office Contact: Practice Name / Supervising MD:

Address: City:

State: Zip: Phone: Fax:

Send updates to:          Fax:  Email:  Text:

Patient Information  |  PLEASE SEND COPY OF INSURANCE CARD

Patient’s Name: Last 4 Digits of SS#: DOB:          /          / Sex:         M          F Weight: Height: Diabetic:         Y           N

Address: City: State: Zip: Allergies:

Home Phone: Work Or Cell: HIPAA Contact: Emergency #: Interpreter Needed?        Y          N

Insurance Information

Primary Insurance: Policy ID: Group #:

Policyholder Name: Policyholder DOB: BIN: PCN:

Physician Information

MSPHUNTSDISEASE011317

Physician Signature: DatePhysician Signature: Date

By signing this form and utilizing our services, you are authorizing Meijer and its employees to serve as your prior authorization designated agent in dealing with medical and prescription insurance companies.

Substitution Permitted Dispense as Written

Injection Training

Patient received injection training Prescriber’s office to provide injection training Meijer to coordinate injection training Patient to receive injection training at Meijer

Prescription Information

Medication Dose/Strength Sig Quantity Refills

TETRABENAZINE® 
(Titration Dose) 

12.5mg  
25mg

Dose Titration:

Week 1:

Week 2:

Week 3:

Week 4:

NO  
REFILLS

TETRABENAZINE® 
(Maintenance Dose)

12.5mg  
25mg

Maintenance Dose:
 
 ______ mg PO _______

30 Day Supply
90 Day Supply


	Check Box 10506: Off
	Check Box 105022: Off
	Check Box 105046: Off
	Check Box 105047: Off
	Check Box 105050: Off
	Check Box 105048: Off
	Check Box 105049: Off
	Check Box 105052: Off
	Check Box 105053: Off
	Check Box 105054: Off
	Check Box 105055: Off
	Check Box 105059: Off
	Check Box 105056: Off
	Check Box 105057: Off
	Check Box 105058: Off
	Check Box 10566: Off
	Check Box 10567: Off
	Text Field 10702034: 
	Text Field 10702035: 
	Text Field 10702036: 
	Text Field 10702037: 
	Text Field 10702038: 
	Text Field 10702039: 
	Text Field 10702040: 
	Text Field 10702041: 
	Text Field 10702042: 
	Text Field 1070229: 
	Text Field 1070230: 
	Text Field 1070231: 
	Text Field 1070232: 
	Text Field 1050101: 
	Text Field 1050102: 
	Text Field 1050103: 
	Check Box 10527: Off
	Check Box 10565: Off
	Check Box 10568: Off
	Text Field 1070437: 
	Text Field 1070438: 
	Text Field 1070439: 
	Text Field 1070440: 
	Text Field 1070441: 
	Text Field 1070442: 
	Text Field 1070443: 
	Text Field 1070444: 
	Text Field 1070445: 
	Text Field 1070446: 
	Check Box 10569: Off
	Check Box 106020: Off
	Text Field 1070447: 
	Text Field 1070448: 
	Text Field 1070449: 
	Text Field 10702084: 
	Text Field 10702085: 
	Text Field 10702086: 
	Text Field 10702087: 
	Text Field 107020107: 
	Text Field 107020108: 
	Text Field 107020109: 
	Text Field 1070201010: 
	Text Field 10704031: 
	Text Field 10704032: 
	Text Field 10704033: 
	Text Field 10704034: 
	Text Field 10704035: 
	Check Box 106021: Off
	Check Box 106022: Off
	Check Box 106023: Off
	Check Box 106033: Off
	Check Box 106075: Off
	Check Box 106076: Off
	Check Box 106077: Off
	Check Box 106078: Off
	Text Field 1070136: 
	Text Field 10704036: 
	Text Field 10704037: 
	Text Field 10704038: 
	Text Field 10704039: 
	Text Field 10704040: 
	Text Field 10703032: 
	Text Field 101071: 
	Text Field 101072: 
	Check Box 106042: Off
	Check Box 106043: Off
	Check Box 106044: Off
	Check Box 106045: Off
	Check Box 105073: Off
	Check Box 105074: Off
	Check Box 105075: Off
	Check Box 105076: Off
	Check Box 105077: Off
	Check Box 105078: Off
	Check Box 105079: Off
	Check Box 105080: Off
	Check Box 105081: Off
	Check Box 105082: Off
	Text Field 10702057: 
	Text Field 10702058: 
	Text Field 10702059: 
	Text Field 10702060: 
	Text Field 10702061: 
	Text Field 10702062: 
	Text Field 101079: 
	Text Field 101077: 


