S S {Ef Contact for Office: 787-704-2025 /2028 Multiple Sclerosis Injectable Agents
Specialty L harmacy FAX: 787-704-2027 Enrollment/Prescription Form

Services, Inc.

Date: Patient SS#: CMale [ Female

Patient’s First Name: Patient’s Last Name:

Address: City: State: Zip:
Best Phone Number: Alternate Phone Number:

DOB: Caregiver: Allergies:
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INSURANCE INFORMATION: PLEASE FAX COPY OF INSURANCE CARD (FRONT & BACK)

ICD-9 Code: CM 340  Secondary ICD-9 Code: Date of first demyelinating event:
Type: [] Relapsing-remitting [J Secondary-progressive with relapses [] Primary-progressive
[] Secondary-progressive without relapses [ Clinically Isolated Syndrome (CIS) [] Progressive-relapsing

Please provide clinical rationale for prescribing this agent (if not preferred formulary agent):
Prior therapies: Reason for discontinuation:
Other:

Date Shipment Needed: Ship to: [] Patient [ Physician/Clinic

Medication Strength Directions Quantity Refills

[J1itration Dosing (available only with SDV or PFS):

Week 1: Inject 7.5 mcg IM once weekly; Week 2: Inject 15 meg IM | []1 kit=4 PFS
[] Avonex® PFS once weekly; Week 3: Inject 22.5 mcg IM once weekly; Week 4 and | []1 kit=4 SDV
[J] Avonex® SDV 30 meg thereafter: Inject 30 mcg IM once weekly
] Avonex® Pen [O1 kit=4 PFS

[JInject 30 mcg IM once weekly [1 kit=4 SDV
[J1 kit=4 pens

[ Titration Dosing: Weeks 1-2: Inject 0.0625 mg (0.25 mL)
SQ every other day; Weeks 3-4: Inject 0.125 mg (0.5 mL) SQ
every other day; Weeks 5-6: Inject 0.1875 mg (0.75 mL) SQ every
other day; Week 7 and thereafter: Inject 0.25 mg (1 mL) SQ every
other day

O Inject 0.25 mg (1 mL) SQ every other day

Inject 20 mg SQ Dail
[] 20 mg Clinject 20 mg SQ Daily 1 kit=30 PFS
DOther:

[JBetaseron® 0.3 mg 1 kit=14 devices

DCopaxone® PFS

[7 40 mg %glf;:ct 40 mg SQ three times per week | kit=12 PFS
er:

Prescription Information

[ Titration to 22 mcg dose: Weeks 1-2: Inject 4.4 mcg SQ three
times per week; Weeks 3-4: Inject 11 mcg SQ three times per
[JRebif® PFS Titration Pack week; Week 5 and thereafter: Inject 22 mcg SQ three times per

= six 8. .
[JRebif® Rebidose® Titration week ! kltzzslx 83 meg
Pack [] Titration to 44 mcg dose: Weeks 1-2: Inject 8.8 mcg SQ three SIX =2 meg devices

times per week; Weeks 3-4: Inject 22 mcg SQ three times per week;
Week 5 and thereafter: Inject 44 mcg SQ three times per week

Rebif® PFS
[l Dlnject 22 mcg SQ three times per week

Rebif® 22 mc . . . .
O . [ g Dlnject 44 mcg SQ three times per week 1 kit=12 devices
Rebidose® ﬁ 44 mcg [Jother:
Autoinjector
= Physician’s Name (please print): Contact Name:
= Phone #: Fax #: NPI #:
N . .
2 Office Address: City: State: Zip:
2 I authorize SPS Specialty Pharmacy Services and its representatives to act as an agent to initiate and execute the insurance prior authorization process.
R Physician’s Signature: Date:

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is exempt from disclosure under applicable laws,
including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating or distributing this information (other than to the intended recipient) or copying this information. If you received this
communication in error, please notify the sender immediately at the address and telephone number set forth herein and obtain instructions as to proper destruction of the transmitted material. Thank you.
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