i ° r nter l 601 S. Main St., Suite 110, Keller, TX 76248
Vlta l Ca re GaSt oentero Ogy P/ 682.357 4040 - Fax: 682-357-4042
Enrollment Form www.vitalcarenorthtexas.com

Please cut along the dotted lines before submitting to a pharmacy.

Date Required: Ship To: [] Patient []MD Office [] Other:
PATIENT INFORMATION PRESCRIBER INFORMATION
Patient Name: Prescriber Name:
Address: Address:
City, State, Zip: City, State, Zip:
Home Phone: Phone:
Cell Phone: Fax:
Date of Birth: Gender: DEA #: NPI #:
Emergency Contact: Phone: Contact Person:

INSURANCE INFORMATION (Please attach the front and back of insurance and prescription drug card.)

Primary Insurance: 1D: Group:
Secondary Insurance: 1D: Group:
Prescription Card: 1D: BIN: PCN:

To better serve your patient and facilitate insurance authorization, please complete the pertinent sections:
PATIENT DIAGNOSIS/CLINICAL INFORMATION

[[]K50.00 Crohn’s Disease

TB/PPD Test: Positive Negative Date Read:
[[]K51.90 Ulcerative Colitis / O (] Neg 0 —_———
[ Other: Weight: [Jkg []lbs Height: [Jem [Jin %BSA:
. Allergies:

Prior Medication Failed: & [INKDA
Length of Treatment: Injection Training/Home Health RN visit is necessary: [JYes [JNo

Reason for Discontinuation: Site of Care: [JHome  [] MD Office [] other:

PRESCRIPTION INFORMATION
Medication: Dose/Strength: Directions: Refills:
[] Cimzia® [] 200 mg prefilled syringe [] INITIAL: Inject 400 mg (two 200 mg injections) SUBQ on day 0, 14, and 28 (Quantity: 6)
[] 200 mg vial [[] MAINTENANCE: Inject 400 mg (two 200 mg injections) SUBQ every 4 weeks (Quantity: 2)
[] Entyvio® [] 300 mg vial [] INITIAL: Infuse 300 mg IV over 30 minutes at day 0, 14, and 42 (Quantity: 3)
|:| MAINTENANCE: Infuse 300 mg IV over 30 minutes every weeks (Quantity: 1)
[]Humira® [] Crohn’s/UC Starter Package [] INITIAL: Inject 160 mg SUBQ on day 1, then 80 mg day 15, then maint. dose (1 pkg)
[] Humira® [] 40 mg Pen [[] MAINTENANCE: Inject 40 mg SUBQ every other week (Quantity: 2)
Citrate Free [ 40 mg prefilled syringe
[] Inflectra® [] INITIAL: Infuse IV mg per kg (Dose mg) at 0, 2, and 6 weeks (Quantity: )
[[] MAINTENANCE: Infuse IV mg per kg (Dose mg) every weeks
[] Remicade® (Quantity: ____)
[] 100 mg vial [] Other:

iecTM
[[] Renflexis [] Pharmacist will round to the nearest 100

|:| Give exact dose (do NOT round)

[] Simponi® [] 100 mg Smartject® Pen [] INITIAL: Inject 200 mg SUBQ on day 0, then 100 mg on day 14 (Quantity: 3)
[] 100 mg prefilled syringe [] MAINTENANCE: Inject 100 mg SUBQ every 4 weeks (Quantity: 1)
|:| Stelara® D 130 mg (26mL vials) [] INITIAL: Weight based dosing, infuse IV up to 55 kg = 260 mg (2 vials), > 55 kg to 85 kg = 390 mg
[] 90 mg (2x 45 mg vials) (3 vials), > 85 kg = 520 mg (4 vials)
[[] MAINTENANCE: Inject 90 mg SUBQ 8 weeks after initial dose, then every 8 weeks thereafter
[] Xeljanz® [] 10 mg tablets [] INITIAL: Take 10 mg PO twice daily (Quantity: 60 with 1 refill)
] mg tablets [] MAINTENANCE: Take mg PO twice daily (Quantity: 60)
[] Other:
Premedications & Other Medications: D Acetaminophen: mg PO prior to infusion Flush Protocol:
» Infusion supplies as per protocol ] Diphenhydramine: mg [JPO [V » NaCl 0.9% 10ml
» Anaphylaxis Kit as per protocol []250m1 0.9% NaCl for hydration » Before and after infusion
[] Other:

By signing this form and using this pharmacy’s services, you are authorizing this pharmacy to serve as your prior authorization designated agent in dealing with prescription and medical insurance companies.

Prescriber Signature: Date:

= The information contained in this facsimile may be confidential and is intended solely for the use of the named recipient(s). Access, copying or re-use of the facsimile or
any information contained therein by any other person is not authorized. If you are not the intended recipient, please notify us immediately by faxing back to the originator.



