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MSP-HuntsDisease-NE-020624

Prescription Information

Medication Quantity/Dose Sig Quantity Refills

 AUSTEDO®

 6mg
 9mg
 12mg

 Dose Titration:

Week 1:

Week 2:

Week 3:

Week 4:

Week 5:

Week 6:

Week 7:

Week 8:

QS for titration period No Refills

 6mg
 9mg
 12mg

 Maintenance Dose:

Take _____ mg by mouth twice daily

 30 Day Supply
 90 Day Supply

 AUSTEDO® XR

 6mg
 12mg
 24mg

 Dose Titration:

Week 1:

Week 2:

Week 3:

Week 4:

QS for titration period No Refills

 Titration Kit (4 weeks) 
 Dose Titration:

Take as directed on titration package
1 package No Refills

 6mg
 12mg
 24mg

 Maintenance Dose:

Take _____ mg by mouth once daily

 30 Day Supply
 90 Day Supply

 TETRABENAZINE®

 12.5mg 
 25mg

 Dose Titration:

Week 1:

Week 2:

Week 3:  

Week 4:

QS for titration period No Refills

 12.5mg 
 25mg

 Maintenance Dose:

Take _____ mg by mouth _____ times daily

 30 Day Supply
 90 Day Supply

Neurology - Huntington’s  
Disease/Tardive Dyskinesia 

Austedo™, Tetrabenazine®

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)     Tardive Dyskinesia (G24)    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     Y    N

Number of relapses in past year: Last MRI Date:           /         / Any MRI Changes?    Y    N Is patient pregnant, nursing or planning pregnancy?   Y    N

 Serum Creatinine:  Creatinine Clearance:

Patient Information • PLEASE SEND COPY OF INSURANCE CARD

Patients Name: Last 4 Digits of SS#: DOB:         /         / Sex:   M      F      Weight: Height: Diabetic?   Y    N

Address: City: State: Zip:

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

Interpreter Needed?   Y    N Allergies:   Y    N      If Yes, list allergies:

Insurance Information

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

Policyholder Name: Policyholder DOB:         /         /

Prescriber Information

Prescriber Name:    MD       DO       NP       PA NPI:

Office Contact: Practice Name / Collaborating MD:

Address: City: State: Zip:

Phone: Fax:

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

Injection Training

   Patient received injection training    Prescriber’s office to provide injection training    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

New/Changed Dose


	Check Box 1080340: Off
	Check Box 1080349: Off
	Check Box 1080351: Off
	Check Box 1080350: Off
	Check Box 1080372: Off
	Check Box 1080356: Off
	Check Box 1080353: Off
	Check Box 1080352: Off
	Check Box 1080373: Off
	Check Box 1080367: Off
	Check Box 1080366: Off
	Check Box 1080342: Off
	Check Box 1080361: Off
	Check Box 1080360: Off
	Check Box 1080359: Off
	Check Box 1080374: Off
	Check Box 1080362: Off
	Check Box 1080377: Off
	Check Box 1080368: Off
	Check Box 1080365: Off
	Check Box 1080364: Off
	Check Box 1080376: Off
	Check Box 1080370: Off
	Check Box 1080369: Off
	Check Box 1080343: Off
	Check Box 1080355: Off
	Check Box 1080363: Off
	Check Box 1080375: Off
	Check Box 1080357: Off
	Check Box 1080371: Off
	Check Box 1080378: Off
	Check Box 1080380: Off
	Check Box 1080379: Off
	Check Box 1080264: Off
	Check Box 1080265: Off
	Check Box 1080269: Off
	Check Box 1080286: Off
	Check Box 1080285: Off
	Check Box 1080270: Off
	Check Box 1080279: Off
	Check Box 1080278: Off
	Check Box 1080288: Off
	Check Box 1080287: Off
	Check Box 1080293: Off
	Check Box 1080292: Off
	Check Box 1080290: Off
	Check Box 1080289: Off
	Check Box 1080291: Off
	Check Box 1080280: Off
	Check Box 1080271: Off
	Check Box 1080272: Off
	Check Box 1080251: Off
	Check Box 1080250: Off
	Check Box 1080249: Off
	Check Box 1080248: Off
	Check Box 1080247: Off
	Check Box 1080246: Off
	Check Box 1080169: Off
	Check Box 1080155: Off
	Text Field 1070201058: 
	Text Field 10702010176: 
	Text Field 10702010195: 
	Text Field 10702010198: 
	Text Field 1070201059: 
	Text Field 10702010177: 
	Text Field 10702010180: 
	Text Field 107020101016: 
	Text Field 107020101017: 
	Text Field 107020101020: 
	Text Field 107020101021: 
	Text Field 107020101018: 
	Text Field 107020101019: 
	Text Field 10702010181: 
	Text Field 10702010182: 
	Text Field 10702010183: 
	Text Field 10702010193: 
	Text Field 10702010201: 
	Text Field 107020102017: 
	Text Field 10702010203: 
	Text Field 107020102018: 
	Text Field 10702010205: 
	Text Field 107020102021: 
	Text Field 107020102023: 
	Text Field 107020102013: 
	Text Field 107020102025: 
	Text Field 107020102026: 
	Text Field 107020102027: 
	Text Field 10702010207: 
	Text Field 10702010202: 
	Text Field 107020102019: 
	Text Field 10702010204: 
	Text Field 107020102020: 
	Text Field 10702010206: 
	Text Field 107020102022: 
	Text Field 107020102024: 
	Text Field 10702010208: 
	Text Field 10702010194: 
	Text Field 10702010184: 
	Text Field 10702010185: 
	Text Field 10702010186: 
	Text Field 10702010187: 
	Text Field 10702010188: 
	Text Field 10702010189: 
	Text Field 10702010190: 
	Text Field 1070201060: 
	Text Field 1070201061: 
	Text Field 1070201062: 
	Text Field 10702010191: 
	Text Field 10702010196: 
	Text Field 10702010199: 
	Text Field 1070201063: 
	Text Field 10702010192: 
	Text Field 10702010197: 
	Text Field 10702010200: 
	Check Box 1080284: Off
	Check Box 1080283: Off
	Check Box 1080282: Off
	Check Box 1080281: Off
	Text Field 10702010221: 
	Text Field 10702010222: 
	Text Field 10702010223: 
	Text Field 10702010251: 
	Text Field 10702010252: 
	Text Field 10702010253: 
	Text Field 10702010254: 
	Text Field 10702010255: 
	Text Field 10702010256: 
	Text Field 10702010257: 
	Text Field 10101014: 
	Check Box 1080395: Off
	Check Box 1080394: Off
	Check Box 1080393: Off
	Text Field 10101017: 
	Text Field 10101022: 
	Text Field 10702010148: 
	Text Field 10702010151: 
	Text Field 10702010152: 
	Check Box 1101: Off
	Text Field 10702010210: 


