é\\\“ "DARK AVENUE Gl / Crohn’s B, Referral Form

//l“\\\PHAHMACY

SPECIALTY CARE SOLUTIONS 3712 Park Ave. Weehawken, NJ 07086 Info@parkaverx.com  www.parkaverx.com

Phone: (201)552-9500 Fax:(888)332-4494 E-Scripts NCPDP#3199367 NPI#1881932093

Injection needed by pharmacy?
Date Medication Needed: —_________ Ship To: [0 Patients Home [ prescriber's Office [ Or Pick-up from Pharmacy ) [ Yes Eleo v

1: Patient Information

Patient Name: Birthdate: —______ Sex: Male Female Heightt —_____ Weight: ______  Ibs. kg
Soc. Sec. #: Preferred Phone: Known Allergies:
Address: City: State: Zip:
Alternate Caregiver Name: Preferred Phone:
| Insurance Information: Please fax FRONT and BACK copy of ALL Insurance cards (Prescription and Medical) ]

2: Clinical Information (Please fax all pertinent clinical and lab information)

Crohn's Disease: [ K50.0 (Crohn's Disease of the Small Intenstine) [ K50.1 (Crohn's Disease of the Large Intenstine)
[0 K50.8 (Crohn's Disease of Both Intenstines) [0 K50.9 (Crohn's Disease, unspecified)
Ulcerative Colitis: [ K51.0 (Ulcerative Pancolitis) O K51.2 (Ulcerative Procolitis) O K51.3 (Ulcerative Rectosigmoiditis)
O K51.5 (Left Sided Colitis) [0 K51.8 (Other Ulcerative Colitis) O K51.9 (Ulcerative Colitis, unspecified)
Other: O
Diagnosis Date: TB Test: OYes CONo Neg. Test Date:
Prior Therapy OYes [ONo | Reason for Discontinuation of Therapy Approximate Start Date | Approximate End Date

Comorbidities:

Concomitant Medications:
Allergies: [ONKDA [J Other:

Has the patient received their starter dose(s) /kit? OYes;StartDate_______ [ No
3: Prescriber Information
Prescriber Name: DEA#: NPI#: Tax ID#:
Address: Phone: ( )] - Fax: ( )
City: State: Zip: Key Contact: Phone: ( )
4: Prescription Information
Medication Directions Quantity Refill
i O PFS
O Cimzia® O Inject 400 mg subcut at weeks 0, 2 and 4 O 6 x 200 mg/mL O vials 0
(certolizumah) i O PFS
O Inject 400 mg subcut every 4 weeks O 2 x 200 mg/mL O Vials
O Humira® g Inject 160 mg subcut on day 1, then 80 mg on day 15 0 6 x40 mg/0.8mL g :e:gs 0
(adalimumab) Op
Adults O Inject 40 mg subcut on day 29 and every other week thereafter 0O 2 x 40 mg/0.8mL O ngs
O Inject 80 mg subcut day 1, then 40 mg on day 15 (17 to <40 kg) O 3 x 40me/0.8mL O Pen
. d . S
[m] Hum[ra’ O Inject 160 mg subcut day 1, then 80 mg on day 15 (=40 kg) 06 xdﬂmgﬁ.amL O PFS 0
(adalimumab) ]
Pediatrics = 6 years i
ye O Inject 20 mg subcut on day 29 and every other week thereafter O 2 x 20mg/0.4mL PFS
(17 to<40 kg)
O Inject 40 mg subcut on day 29 and every other week thereafter O 2 x 40mg/0.4mL O Pens
(240 kg) O PES

§ Simponi® and Stelara® are available on the Crohn’s Disease/Ulcerative Colitis Enrollment Form $-Z§

|| Injection Training Provided by: [JPhysician’s Office [ Pharmacy [ Other:

.

| Patient Support Programs: Please sign and date below to enrcll in the pharmaceutical company assisted patient support program ]
Patient Signature: ! Date:
| authorize Park Ave. Pharmacy and its representatives to act as an agent to execute Prior authorization process.
( Prescriber Signature: Prescriber, please sign and date below ]
|
Substitution Permissable Date Dispense as written Date

IMPORTANT NOTICE: This fax is intended to be delivered only to the named and centaing confident ign that may be p health ind under federal and state laws. fyou
are not the intended recipient, do not disserminate, distribute, or copy this fax. Please notify the sender nmquu.n(ly dmuh.:\-e r«ewed this document in error and then destroy this document immediately.



