@meijer P: 1-855-263-4537 - F: 1.734-391-2365[" "\ /Changed Dose Gastroenterology (S-Z)

. www.meijerspecia Itypharmacy.com Simponi®, Skyrizi®, Stelara®, Tremfya®, Velsipity™,
specialty pharmacy Xeljanz®, Xeljanz® XR, Xifaxan®, Zeposia®, Zymfentra™

Prescriber Information

Prescriber Name: OMD ODO ONP QOPA NPI:

Office Contact: ‘ Practice Name / Collaborating MD:

Address: ‘ City: ‘ State: ‘ Zip:
Phone: Fax:

Patient Information ¢ PLEASE SEND COPY OF INSURANCE CARD

Patients Name: Last 4 Digits of SS#: DOB: / / Sex: OM  OF | Weight: Height: Diabetic? QY ON
Address: ‘ City: ‘ State: ‘ Zip:

Home Phone: Work/Cell: ‘ HIPAA Contact: ‘ Emergency #:

Interpreter Needed? QY ON Allergies: OY ON  If Yes, list allergies:

Insurance Information

Primary Insurance: Policy ID: Group #: BIN: PCN:

Policyholder Name: Policyholder DOB: / /

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: | Crohn’s Disease: O K50.0__ (Crohn’s of the Small Intestine) (O K50.1__ (Crohn’s of the Large Intestine) O K50.8___ (Crohn’s of Both Intestines) (O K50.9__ (Crohn’s, Unspecified)

Ulcerative Colitis: O K51.0__ (Ulcerative Pancolitis) (O K51.2__ (Ulcerative Procolitis) O K51.3__ (Ulcerative Rectosigmoiditis) O K515 (Left Sided Colitis) O K51.8__ (Other Ulcerative Colitis)

OK51.9___ (Ulcerative Colitis, Unspecified) O K58.0___ (Irritable Bowel Syndrome with Diarrhea) QO Other:

Date of Diagnosis: / / Date of Negative TB Test: / / Prior Treatment? QY ON

Notes to Pharmacy

Prescription Information

Medication Quantity/Dose Sig Refills
%aﬂs&@s_:
Adults & pediatric patients240kg: Inject 200mg SQ at week 0, then 100mg at week 2.
® O3 cartons (50mg/0.5m) Begin maintenance dosing at week 6. No Refills
OSIMPONI O3 cartons (100mg/mi) QO Pediatric patients 15-39ke: Inject 100mg SQ at week 0, then 50mg at week 2.
OPFS OPen Begin maintenance dosing at week 6.
Maintenance Dose:
8 1 carton (E(O)E)ng/ 0.5|m|) O Adults & pediatric patients240kg: Inject 100mg SQ every 4 weeks
carton (. mg/ml) O Pediatric patients 15-39kg: Inject 50mg SQ every 4 weeks
8 1 cartridge (360mg/2.4ml) with on-body injector Mai
1 cartridge (180mg/1.2ml) with on-body injector I :
OSKYRIZI® QO Inject 360mg SQ beginning at week 12, and every 8 weeks thereafter
carton (1x180mg/1.2m nject 180mg eginning at week 12, and every 8 weeks thereafter
81 rton (1x180mg/1.2ml PFS) QO Inject 180mg SQ beginni k 12, and 8 weeks thereaft
1 vial (45mg/0.5ml)
Maintenance Dose:
X ults and pediatrics > : Inject 90mg SQ every 8 weel
TELARA® 8 i CaTTE(lxgg”;g/F“' PFS) Adults and pediatrics > 35kg: Inject 90mg SQ every 8 weeks
vial (45mg/0.5ml) O Pediatrics 10-35kg: Inject mg (2.5 mg/kg) SQ every 8 weeks
(O CD/UC Induction Pack (2x200mg/mi PENS) (O cDb/uc Starter Dose: Inject 400mg SQ at weeks 0, 4 and 8 2 Refills
OTREMFYA®
Maintenance Dose:
QPFS QOPen 8 1 carton (ixgggmg/?nl O Inject 100mg SQ at week 16 and every 8 weeks thereafter
carton (1x200mg/2ml) O Inject 200mg SQ at week 12 and every 4 weeks thereafter
OVELSIPITY™ O 2mg tablets (30 day supply) (O Take 1 tablet by mouth once daily
géglﬁgézlﬂ?tgﬁgggg QS for length of starter dose therapy, (O sStarter Dose: Take 10mg by mouth twice daily for weeks No Refills
OXELJANZ®
Q Bmg tablets (30 day supply) (O Maintenance Dose: Take 1 tablet by mouth two times a day
O 10mg tablets (30 day supply) *
O 22mg tablets (quantity QS for length of starter dose therapy, in multiples of 30 tablets) | Starter Dose: Take 22mg by mouth once daily for weeks No Refills

OXELJANZ® XR O 11mg tablets (30 day supply)

O 22me tablets (30 day supply) (O Maintenance Dose: Take 1 tablet by mouth once daily

OXIFAXAN® (O 200mg tablet (O Take 1 tablet by mouth 2 times a day for days
(O 550mg tablet (O Take 1 tablet by mouth 3 times a day for days
Starter Pack (7 day suppl
o 0S ® 8 Starter Kit ( 2; dayysuplﬁy))/) O Take 0.23mg by mouth daily on days 1-4, then 0.46mg daily on days 5-7, then 0.92mg daily thereafter
ZEPOSIA
(O 0.92mg capsules (30 day supply) (O Maintenance Dose: Take 1 capsule by mouth daily
OZYMFENTRA™
(infliximab-dyyb) O 1 carton (2x120mg/ml) (O Maintenance Dose: Inject 120mg SQ every 2 weeks, starting at week 10
OPFS QPen

Injection Training

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

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.

Prescriber Signature Date Prescriber Signature Date

Substitution Permitted Dispense as Written
MSP-Gastro-042226 If brand is required, please write “DAW” in the box to the right.




	Check Box 1080290: Off
	Check Box 1080289: Off
	Check Box 1080288: Off
	Check Box 1080287: Off
	Check Box 1080286: Off
	Check Box 1080285: Off
	Check Box 1080284: Off
	Check Box 1080279: Off
	Check Box 1080278: Off
	Check Box 1080277: Off
	Check Box 1080276: Off
	Check Box 1080275: Off
	Check Box 1080295: Off
	Check Box 1080294: Off
	Check Box 1080354: Off
	Check Box 1080353: Off
	Check Box 1080352: Off
	Check Box Simponi Qty: Off
	Check Box 1080364: Off
	Check Box 1080436: Off
	Check Box 1080441: Off
	Check Box 1080355: Off
	Check Box 1080365: Off
	Check Box 1080445: Off
	Check Box 1080446: Off
	Check Box 1080361: Off
	Check Box 1080426: Off
	Check Box 1080435: Off
	Check Box 1080433: Off
	Check Box 1080440: Off
	Check Box 1080448: Off
	Check Box second dose: Off
	Check Box 1080347: Off
	Check Box 1080423: Off
	Check Box 1080434: Off
	Check Box 1080449: Off
	Check Box 1080447: Off
	Check Box 1080362: Off
	Check Box 1080363: Off
	Check Box 1080359: Off
	Check Box 1080427: Off
	Check Box 1080421: Off
	Check Box 1080444: Off
	Check Box 1080443: Off
	Check Box 1080437: Off
	Check Box 1080442: Off
	Check Box 1080360: Off
	Check Box 1080438: Off
	Check Box 1080439: Off
	Check Box 1080346: Off
	Check Box 1080417: Off
	Check Box 1080420: Off
	Check Box 1080412: Off
	Check Box 1080416: Off
	Check Box 1080411: Off
	Check Box 1080345: Off
	Check Box 10804013: Off
	Check Box 1080425: Off
	Check Box 10804011: Off
	Check Box 10804017: Off
	Check Box 1080413: Off
	Check Box 1080350: Off
	Check Box 10804012: Off
	Check Box 10804015: Off
	Check Box 1080431: Off
	Check Box 1080432: Off
	Check Box 1080358: Off
	Check Box 10804014: Off
	Check Box 10804016: Off
	Check Box Zeposia Sig: Off
	Check Box 10804018: Off
	Check Box 1080414: Off
	Check Box 1080351: Off
	Check Box 1080357: Off
	Check Box 1080356: Off
	Check Box Zymefentra Carton: Off
	Check Box Zymefentra Qty: Off
	Text Field 10702010168: 
	Text Field 10702010170: 
	Text Field 10702010171: 
	Text Field 10702010175: 
	Text Field 10702010183: 
	Text Field 10702010167: 
	Text Field 10702010169: 
	Text Field 10702010172: 
	Text Field 10702010173: 
	Text Field 10702010176: 
	Text Field 10702010177: 
	Text Field 10702010178: 
	Text Field 10702010179: 
	Text Field 10702010180: 
	Text Field 10702010181: 
	Text Field 10702010182: 
	Text Field 10101014: 
	Check Box 1080256: Off
	Check Box 1080255: Off
	Check Box 1080254: Off
	Check Box 1080253: Off
	Check Box 1080252: Off
	Check Box 1080251: Off
	Check Box 1080169: Off
	Check Box 1080155: Off
	Text Field 1070201063: 
	Text Field 10702010207: 
	Text Field 1070201064: 
	Text Field 10702010208: 
	Text Field 10702010211: 
	Text Field 107020101032: 
	Text Field 107020101033: 
	Text Field 107020101034: 
	Text Field 107020101035: 
	Text Field 107020101036: 
	Text Field 107020101037: 
	Text Field 107020101038: 
	Text Field 107020101039: 
	Text Field 107020101040: 
	Text Field 107020101041: 
	Text Field 107020101042: 
	Text Field 107020101043: 
	Text Field 107020101044: 
	Text Field 107020101045: 
	Text Field 107020101046: 
	Text Field 107020101047: 
	Text Field 107020101048: 
	Text Field 10702010212: 
	Text Field 10702010213: 
	Text Field 10702010214: 
	Text Field 10702010215: 
	Text Field 10702010216: 
	Text Field 10702010217: 
	Text Field 10702010218: 
	Text Field 10702010219: 
	Text Field 10702010223: 
	Text Field 10702010224: 
	Text Field 1070201065: 
	Text Field 1070201066: 
	Text Field 1070201067: 
	Text Field 10702010225: 
	Text Field 1070201068: 
	Text Field 10702010226: 
	Check Box 1080298: Off
	Check Box 1080297: Off
	Check Box 1080296: Off
	Check Box 1080291: Off
	Text Field 10702010227: 
	Text Field 10702010228: 
	Text Field 10702010229: 
	Text Field 10702010257: 
	Text Field 10702010258: 
	Text Field 10702010259: 
	Text Field 10702010260: 
	Text Field 10702010261: 
	Text Field 10702010262: 
	Text Field 10702010263: 
	Check Box 1080430: Off
	Check Box 1080429: Off
	Check Box 1080428: Off
	Text Field 10101017: 
	Text Field 10101022: 
	Text Field 10702010230: 
	Text Field 10702010232: 
	Text Field 10702010233: 
	Text Field 10702010234: 
	Text Field 10702010235: 
	Text Field 10702010236: 
	Text Field 10702010237: 
	Check Box 2: Off
	Text Field 107020101054: 


