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specialty pharmacy Humira®, Omvoh™, Rinvoq®

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 K51.5__ (Left Sided Colitis) O K51.8__ (Other Ulcerative Colitis)

QOK51.9___ (Ulcerative Colitis, Unspecified) O K58.0___ (Irritable Bowel Syndrome with Diarrhea) QO Other:

Date of Diagnosis: / / Date of Negative TB Test: / / Prior Treatment? QY O N (Provide Information Below)
Prior Therapy: Reason for Discontinuation of Therapy: Approx. Start Date: / /
Approx. End Date: / /
Prescription Information
Medication Quantity/Dose Sig Refills
OHUMIRA® O 3 cartons (6x40mg/0.4ml) Starter Dose:
*Adults O 1 carton (2x80mg/0.8ml) QO Inject 160mg SQ on day 1 and 80mg SQ on day 15. Begin maintenance dosing on day 29. No Refills
AND 1 carton (2x40mg/0.4ml) QO Inject 80mg SQ on day 1, 80mg SQ on day 2, and 80mg SQ on day 15. Begin maintenance dosing on day 29.
QOPFs OPen
O 1 carton (2x40mg/0.4ml) (O Maintenance Dose: Inject 40mg SQ every other week
Starter Dose:
O 3 cartons (6x40mg/0.4ml) O Weight 17kg to < 40kg: Inject 80mg SQ on day 1 and 40mg SQ on day 15.
Begin maintenance dosing on day 29. .
OHUMIRA® O 1 carton (2x80mg/0.8ml) Weightgz song g on day No Refills
*Pediatrics age 6+ (CD) AND 1 carton (2x40mg/0.4ml) QO Inject 160mg SQ on day 1 and 80mg SQ on day 15. Begin maintenance dosing on day 29.
OPFs OPe QO Inject 80mg SQ on day 1, 80mg SQ on day 2, and 80mg SQ on day 15. Begin maintenance dosing on day 29.
n
Maintenance Dose:
1 carton (2x20mg/0.2ml) - PFS ONLY .
8 1 ca rton ¢ 2X 4 Omg/ 0 4ml) (O Weight 17kg to < 40kg: Inject 20mg SQ every other week
carton (2x40mg/0.4ml) (O Weight > 40kg: Inject 40mg SQ every other week
Starter Dose:
(O Weight 20ke to < 40kg: Inject 80mg SQ on day 1, 40mg SQ on day 8, and 40mg SQ on day 15.
O 1 carton (2x80mg/0.8ml) Begin maintenance dosing on day 29.
AND 1 carton (2x40mg/0.4ml) Weight > 40kg: No Refills
O 2 cartons (4x80mg/0.8ml) - PEN ONLY QO Inject 160mg SQ on day 1, 80mg SQ on day 8 and 80mg SQ on day 15. Begin maintenance dosing on day 29.
QO Inject 80mg SQ on day 1, 80mg SQ on day 2, 80mg SQ on day 8 and 80mg SQ on day 15.
Begin maintenance dosing on day 29.
OHUMIRA® Maintenance Dose:
*Pediatrics age 5+ (UC) O 2 cartons (4x20mg/0.2ml) - PFS ONLY Weight 20kg to < 40kg:
OPFs OPen O 1 carton (2x40mg/0.4mi) O Inject 20mg SQ every week
O 2 cartons (4x40mg/0.4ml) QO Inject 40mg SQ every other week
- Weight > 40kg:
O 1 carton (2x80mg/0.8ml) - PEN ONLY O Inject 40mg SQ every week
QO Inject 80mg SQ every other week
To prescribe a biosimilar, please use the Humira & Biosimilars Referral Form.
Scan QR Code or click this link to view Referral Form.
OOMVOH™ (O CD Package (1x200mg/2ml + 1x100mg/ml) (O €D Maintenance Dose: Inject 300mg SQ every 4 weeks, starting at week 12
OPFS QPen QO UC Package (2x100mg/ml) (O UC Maintenance Dose: Inject 200mg SQ every 4 weeks, starting at week 12
04 o8 O CD Starter Dose: Take 1 tablet by mouth daily for 12 weeks 2
5mg tablets (28 day supply)
@) RINVOQ@ QO Uc Starter Dose: Take 1 tablet by mouth daily for 8 weeks
8 égmg t:g:g: gg g:i zﬂgg:ig (O Maintenance Dose: Take 1 tablet by mouth daily

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
If brand is required, please write “DAW” in the box to the right.

MSP-Gastro-110725



https://meijerspecialtypharmacy.com/wp-content/uploads/2017/09/MSP_Central_HumiraBiosimilars_Form_022924.pdf

	Check Box 1080263: Off
	Check Box 1080264: Off
	Check Box 1080265: Off
	Check Box 1080266: Off
	Check Box 1080270: Off
	Check Box 1080267: Off
	Check Box 1080268: Off
	Check Box 1080269: Off
	Check Box 1080271: Off
	Check Box 1080272: Off
	Check Box 1080273: Off
	Check Box 1080274: Off
	Check Box 1080293: Off
	Check Box 1080292: Off
	Check Box 1080345: Off
	Check Box 1080401: Off
	Check Box 1080400: Off
	Check Box 1080410: Off
	Check Box 1080417: Off
	Check Box 1080621: Off
	Check Box 1080620: Off
	Check Box 1080411: Off
	Check Box 1080622: Off
	Check Box 1080354: Off
	Check Box 1080409: Off
	Check Box 1080408: Off
	Check Box 1080413: Off
	Check Box 1080412: Off
	Check Box 1080623: Off
	Check Box 10806020: Off
	Check Box 10806019: Off
	Check Box 1080415: Off
	Check Box 1080414: Off
	Check Box 1080625: Off
	Check Box 1080624: Off
	Check Box 1080402: Off
	Check Box 10804011: Off
	Check Box 10804010: Off
	Check Box 1080420: Off
	Check Box 1080416: Off
	Check Box 1080626: Off
	Check Box 10806022: Off
	Check Box 10806021: Off
	Check Box 1080424: Off
	Check Box 1080423: Off
	Check Box 1080422: Off
	Check Box 1080421: Off
	Check Box 10806026: Off
	Check Box 10806025: Off
	Check Box 10806024: Off
	Check Box 10806023: Off
	Check Box 1080399: Off
	Check Box 1080398: Off
	Check Box 1080397: Off
	Check Box 1080396: Off
	Check Box 1080395: Off
	Check Box 1080451: Off
	Check Box 1080450: Off
	Check Box 1080390: Off
	Check Box 1080389: Off
	Check Box 1080449: Off
	Check Box 1080448: Off
	Check Box 1080388: Off
	Check Box 1080387: Off
	Check Box 1080419: Off
	Text Field 10702010154: 
	Text Field 10702010158: 
	Text Field 10702010159: 
	Text Field 10702010160: 
	Text Field 10702010155: 
	Text Field 10101013: 
	Check Box 1080250: Off
	Check Box 1080249: Off
	Check Box 1080248: Off
	Check Box 1080247: Off
	Check Box 1080246: Off
	Check Box 1080245: Off
	Check Box 1080168: Off
	Check Box 1080154: Off
	Text Field 1070201057: 
	Text Field 10702010175: 
	Text Field 1070201058: 
	Text Field 10702010176: 
	Text Field 10702010179: 
	Text Field 10702010205: 
	Text Field 10702010206: 
	Text Field 107020101015: 
	Text Field 107020101019: 
	Text Field 107020101022: 
	Text Field 107020101023: 
	Text Field 107020101024: 
	Text Field 107020101020: 
	Text Field 107020101025: 
	Text Field 107020101026: 
	Text Field 107020101027: 
	Text Field 107020101028: 
	Text Field 107020101021: 
	Text Field 107020101029: 
	Text Field 107020101030: 
	Text Field 107020101031: 
	Text Field 107020101016: 
	Text Field 107020101017: 
	Text Field 107020101018: 
	Text Field 10702010180: 
	Text Field 10702010181: 
	Text Field 10702010182: 
	Text Field 10702010183: 
	Text Field 10702010184: 
	Text Field 10702010185: 
	Text Field 10702010186: 
	Text Field 10702010187: 
	Text Field 10702010188: 
	Text Field 10702010189: 
	Text Field 1070201059: 
	Text Field 1070201060: 
	Text Field 1070201061: 
	Text Field 10702010190: 
	Text Field 1070201062: 
	Text Field 10702010191: 
	Check Box 1080283: Off
	Check Box 1080282: Off
	Check Box 1080281: Off
	Check Box 1080280: Off
	Text Field 10702010220: 
	Text Field 10702010221: 
	Text Field 10702010222: 
	Text Field 10702010250: 
	Text Field 10702010251: 
	Text Field 10702010252: 
	Text Field 10702010253: 
	Text Field 10702010254: 
	Text Field 10702010255: 
	Text Field 10702010256: 
	Check Box 1080394: Off
	Check Box 1080393: Off
	Check Box 1080392: Off
	Text Field 10101016: 
	Text Field 10101021: 
	Text Field 10702010192: 
	Text Field 10702010199: 
	Text Field 10702010202: 
	Text Field 10702010195: 
	Text Field 10702010193: 
	Text Field 10702010200: 
	Text Field 10702010203: 
	Text Field 10702010196: 
	Text Field 10702010194: 
	Text Field 10702010201: 
	Text Field 10702010204: 
	Text Field 10702010197: 
	Text Field 10702010198: 
	Check Box 1080284: Off


