M Rheumatology (R-Z
@ meljer P: 1-855:.263-45.37 ° F: 734-391-2365 O New/ Cha nged Dose Rasuvo®, Rinvoq®, Simponi®, Sgtely‘aurgf"Adults),
www.meijerspecialtypharmacy.com Stelara® Pediatrics, Taltz®, Tremfya®,

specialty pharmacy Xeljanz®, Xeljanz® XR

Prescriber Information

Prescriber Name: OMD ODO ONP QFPA 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 QOF | 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

Diagnosis: | O M32.9 Active Systemic Lupus Erythematosus O M45.9 Ankylosing Spondylitis O M08.0 Juvenile Idiopathic Arthritis O L40.59 Psoriatic Arthritis O L40.54 Psoriatic Juvenile Arthritis

QO MO06.9 Rheumatoid Arthrits O M45.A______ Non-Radiographic Axial Spondyloarthritis O Other:

Date Diagnosis: / / Date of Neg. TB Test: / / Any prior treatment? QY ON If Yes, provide information below:

Prior Therapy: Reason for Discontinuation of Therapy: Approx. Start Date: / /
Approx. End Date: / /

Comorbidities: Concomitant Medications: Allergies: O NKDA Q Other:

Prescription Information

Medication Quantity/Dose Sig Refills
QO 4x7.5mg/0.15ml O 4x20mg/0.4ml
ORASUVO® O 4x10mg/0.20ml O 4x22.5mg/0.45ml
) O 4x12.5mg/0.25ml O 4x25mg/0.50ml Olnject ___mg SQ every week
O Auto-njector O 4x15mg/0.30ml O 4x30mg/0.60m!
O 4x17.5mg/0.35ml
ORINVOQ™ O 15mg tablet (30 day supply) O Take 1 tablet by mouth once daily
®
O %)"!I:a?tjl:clrt@ OPFs QO 1 carton (1x50mg/0.5ml) QO Inject 50 mg SQ once every month
OSKYRIZI™ O 1 carton (150mg/ml) (O Starter Dose: Inject 150mg SQ at weeks 0 and 4 1 Refill
OPFS OPen QO 1 carton (150mg/ml) (O Maintenance Dose: Inject 150mg SQ every 12 weeks
. L QO Starter Dose: Inject 45 mg SQ on day 1 (<100kg) -
Patient eligible o) Starter Dnca: I No Refills
® Starter Dose: Inject 90 mg SQ on day 1 (>100kg)
OSTELARA for selfinjection? | O 1 carton (1x45mg/0.5ml)
*Adults QY ON O 1 carton (1x90meg/mi) (O Maintenance Dose: Inject 45 mg SQ on day 29 and every 12 weeks thereafter (<100kg)
(O Maintenance Dose: Inject 90 mg SQ on day 29 and every 12 weeks thereafter (>100kg)
Starter Dose:
8 1 earton (oomg/mL RS, 8 Patients <60kg; Inject 0.75mg/kg SQ on day 1 No Refills
STELARA® A1 vial (45mg/0.5mL) 3 Patients 60kg-100kg: Inject 45mg SQ on day 1
O - Patients >100keg: Inject 90mg SQ on day 1
*Pediatrics Maintenance Dose:
8 } cagon (ixggmg/ O.Err;ll___)SPFS 8 Patients <60kg: Inject 0.75mg/kg SQ once every 12 weeks, starting on day 29
31 ca I 025( X Orgg/ I'_n ) Patients 60kg-100kg: Inject 45mg SQ once every 12 weeks, starting on day 29
vial (45mg/0.5mL) QO Patients >100kg: Inject 90mg SQ once every 12 weeks, starting on day 29
OTALTZ® QO 2x80mg/ml QO Starter Dose: Inject 160mg SQ at week O No Refills
O Autodnjector  OPFS 8 % ggﬁgzs(%fg&%gml) O Maintenance Dose: Inject 80mg SQ every 4 weeks
OTREMFYA® (O 2 cartons (2x100mg/mi) O Starter Dose: Inject 100 mg SQ at weeks O and 4 No Refills
OPFS O OnePress (O 1 carton (1x100mg/ml) (O Maintenance Dose: Inject 100 mg SQ every 8 weeks
® . i ] ) !
© X-EL-,ANZ 8 ?mg/tﬁ?fgfg&ﬁﬂeﬂanu QS for 30 day supply in multiples of 240ml) 8 Wz:gm ;&%gté Etg in%g aﬁi%rgl Zﬁhﬁgﬁ;‘gymgﬂf&g m:srzgﬁfa”y
*Pediatrics (age 2 & up) Quantity 'y Supply P! O Weight > 40kg: Take 5mg by mouth two times daily
OXELJANZ® O 5 mg tablets (60 tablets) O Take 1 tablet (5 mg) by mouth twice a day
OXELJANZ® XR O 11 mg tablets (30 tablets) O Take 1 tablet (11mg) by mouth every day

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-Rheumatology-Central-112723
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