
RHEUMATOLOGYENROLLMENTFORM 

Fax to: 512-490-6515 

DATE: __________ _ SHIP TO: 
DATE NEEDED: □ PATIENT □ OFFICE

E-MAIL __________________ _ DOB _ _ _ _ _ _ _  _ □ MALE □ FEMALE 

__________________________ _ _  CITY _____________ _ STATE _ __ ZIP _ _ _ __ 

MOBILE PHONE 55# 

D M08.00 Juvenile Idiopathic Arthritis D M45.9 Ankylosing Spondylitis D L40.52 Psoriatic Arthritis 
sis: Other: 

□No edicine D Continued Treatment - If continuing treatment, ha.uiatient's condition improved or stabilized? D Yes 
atient Weight: _ _  kg / lb TB/PPD Test Results? D Negative D Positive □ N/ A Allergies? D Latex D Other: _ _ _ _ _ _ _  _ 

ut or bein treated? □Yes □No ON/A Concomitant Medications? □Methotrexate □Other: 

□ 162mg/0.9ml PF S □ (wt< 100kg): Inject 162mg SC every other w eek □ 2 PF S/Pen
□ (wt> 100kg): Inject 162mg SC every w eek □ 4 PF S/Pen 
D _ __ mg/kg SC every other w eek Refills 

□ Other 

■ CIMZIA® IRECTIONS QUANTITY 
Starter : Starter Directions : 

□ Starter Kit 200mg PF S □ Inject 400mg SC at w eeks 0, 2, and 4 
D200mg/m1Vial & Supplies □ Other : _ __ _ _ _ _  _
Maintenance Maintenance Directions : 
□ 200mg/ml PF S □ Inject 200mg SC every other w eek
□ 200mg/ml Vial & Supplies □ Inject 400mg SC every 4 w eeks 

□ Other :
' . . 

Starter : □ Anky losing Spondy litis or Psoriatic 

□ llx�Mir\ig PF S)
□ 2 PF S 

□ 4Vials 

□ 6Vials 
□ _Vials 

Refills 

0150mg/ml PF S 

D150mg/ml Pen 
Arthritis : Inject 150mg (1 pens / PF S) SC w eekly □ 5 Pen / PF S 

at w eeks, 0, 1,2, 3 and 4, then maintenance dosing. □ 10 Pens / PF S 

Starter : □ Psoriatic Arthritis w ith Coexistent 

Plaque Psoriasis : Inject 300mg (2 pens/PF S) SC Refills 

Medication __________________ _ 
Length ofTreatment _ _ _ _ __ to _ _ _ _ _ _ _ _  _ 
Reason for Discontinuin 

D250mg/15m1Vial 

□ 125mg/ml PF S 

□ 125mg/ml Clickject'" Pen

□ 30mg Tablet 

■ RINVOQ® 

ial : Infuse _ __ mg 
125mg SC w ithin 24 hrs 

e: □ Inject 125mg SC once a w eek 

IONS 
START form for bridge dosage) 
ake as directed on Starter Pack 
e Treatment ( 30mg) 
blet by mouth TW ICE a day 
blet by mouth ONCE a day 

IONS 
Sta rter : Administer _ _  mg kg at 

0,2, and 6 w eeks, then maintenance dosing 
Maintenance: 
□ Administer _ _  mg/kg every _ _  w eeks 

□ Other : .  _ _ _ _ _ _ _ _ _  _
IRECTIONS 
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. ______ □ 15mg ER tablet 

Maintenance : Ankylosing Spondy litis or 

□ Take 1 tablet PO once daily
□ Other :

ureClick Pen® 

I PF S 

0.5ml PF S 

O.SmlVial 

ml Mini cartridge 

Psoriatic Arthritis : Inject 150mg SC every 4 w eeks. D 1 Pens / PF S 

□ Other : □ 2 Pens / PF S 

Maintenance: □Psoriatic Arthritis w ith Coexistent 

Plaque Psoriasis : Inject 300mg SC every 4 w eeks. Refills 

□ Other :

g SC once a w eek 
g SC tw ice a w eek 
g SC tw ice a w eek 
g SC every w eek 

□ 40mg/0.8ml pen □ Inject 40mg SC every other w eek 
□ 40mg/0.4ml pen (citrate-free) □ Inject 40mg SC once a w eek
□ 40mg/0.8ml PF S 

■ SIMPONI® IRECTIONS 
□ 50mg/0.5ml SmartJect® (Pen) □ Inject 50mg SC once a month 

□ 50ml /0.Sml PF S □ Other :

□ 45mg/0.5ml PF S 

□ 90mg/1 ml PF S 

IONS 

e: 
mg (2mg/kg) IV every 8 w eeks 

□ Inject 1 PF S 4 w eeks after sta 
then every 12 w eeks thereafter 
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D=l=R=EC,,,_T,_, l=O=N=S _________ EQ�,U=A=N=T.,_,l'-'-T ,.._.V __ 1 □ 80mg Pen 
tis : 

Uveitis Starter Uveitis Induction Dose: □ 1 Starter Kit 

□ UV Starter Kit □ Inject 80mg SC on Day 1, then 40mg SC
□ UV Starter Kit (citrate-free) on Day 8, then maintenance dosing. 
Uveitis Maintenance Dose : Uveitis Maintenance Directions : 
□ 40mg/0.8ml pen □ Inject 40mg SC every other w eek
040mg/0.4ml pen (citrate-free) □ Other : __________ _ 
□ 40mg/0.8ml PF S 
□ 40mg/0.4ml PF S ( citrate-free)
■ KEVZARA® IRECTIONS 
□ 200mg 11.14ml PF S □ Inject 1 PF S SC every other w eek
□ 150mg 11.14ml PF S □ Other _ _ _ _ _ _ _ _ _ _  _

02 Pens/PF S 

□ 

Refills 

ct 160mg (2 pens/PF S) SC at w eek 
mg (1 pen/PF S) SC every 4 w eeks 

Administer 8mg via iv infusion over 
2 hours every 2 w eeks : 

□ Other :
□ Patient has received in'ection trainin □ Ph sician Office to rovide in'ection trainin □ Pharmac to rovide in'ection trainin 

Prescriber's Name: __________________________ Contact Person: ______________ _ 
Telephone: Fax: _ _ _ _ _ _ _ _ _ _ __ Email: _________________ _ 
Office Address: City: _ _ _ _ _ _ _ __ State: _ _  Zip: _ _ __ 
NPI#: _ _ _ _ _  _ DEA#: _ _ _ _ _  _ TAXID# : _ _ _ _ _  _ Medicaid Provider# : _ _ _ _ _ _ _ _  _ 

* 

PRESCRIBER'S SIGNATURE (DATE) *IF BRAND DRUGS ARE PREFERRED, HANDWRITE "BRAND MEDI CALLY NECESSARY" ABOVE 

I authorize the Pharmac noted above and its representatives to act as an agent to initiate and execute the insurance prior authorization process. ©Encore,   LP All rights Reserved 

IMPORTANT NOTICE: This facsimile transmission is intended to be delivered only to the named addressee and may contain material that is confidential, privileged, proprietary or exempt from disclosure under applicable 
 law. If it is received by anyone other than the named addressee, the recipient should immediately notify ReCept Pharmacy and obtain instructions as to disposal of the transmitted material. In no event should such material be read or 
retained by anyone other than the named addressee, except by express authority of the sender to the named addressee. 5040 - 12-29-22 

©REF--Rheum-E R83

Encore 83

PHARMACY LOCATION 
Phone: 512-381-1708

Toll Free: 855-241-6658 
11209 Metric Blvd., Suite B4 

Austin, TX 78758
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