&

ONCOLOGY

ORAL MEDICATIONS FAX: 888.889.7129
C E D R A CEDRASPECIALTY.COM
PATIENT INFORMATION
Pafient Name: DOB: Preferred Pnone:
SN Llanguage: D Englisn  C1Other
Address: Sex OMale Oremale Height: Weight: Oios |:|L<g
City: Stafe: Zip: Known Allergies:

* PLEASE FAX FRONT/BACK COPY OF PHARMACY BENEFIT CARD, MEDICAL INSURANCE CARD, NOTES, LABS & TESTS WITH THE PRESCRIPTION TO EXPEDITE PROCESSING *
PRESCRIBER INFORMATION

Prescriber Name: DEA#: NPI: Tox ID#:

Address: Pnone: E-mail:

City: State: Zip: Key Contact: Phone: Fax:

STATUS UPDATE PREFERENCE: dPhone Ctext Ofax CIE-mail

DIAGNOSIS/CLINICAL INFORMATION

Diagnosis (ICD-10): BSA: m?
Code: Description:

Code; Descripfion:

PRESCRIPTION INFORMATION

MEDICATION:

O REVUMID REMS™ Program™ Physician Auth #: Date: Diagnosis: OMDS D469
O POMALYST REMS™ Program Physicion Auth #: Dafe: O MM C?0.00
O THALOMID REMS™ Program Physicion Aufh #: Dafe: OMCLC83.10
Pregnancy Category:
O Adulf Female - Reproductive Potentiol O Adulf Female - NOT of Reproductive Pofenfial O Adult Male
O Female Child - Reproductive Potential O Female Child - NOT of Reproductive Potenticl OMcle Child
O ARNITOR® (everolimus) O IRESSA® (gefitinib) 0O SPRYCEL® (dasatinib) O TYKERB® (lopatinib)
O AFINITOR® DISPERZ (everolimus) O JAKAF® (ruxolitinib) O STIVARGA® (regorafenio) O VOTREENT® (pazopanio)
O ALECENSA® (clectinib) O LONSURF® (frifluridine & fipiracil) O SUTENT® (sunifinito malate) O XALKORI® (crizofinib)
O BOSULF® (bosutfinib) OMEKINIST® (frometinib) O TAFINLAR® (dobrafinib) O XELODA® (capecitabine)
0O COTELLIC? (cobimetinib) O NEXAVAR® (sorafenio) O TAGRISSO™ (osimertinio) OXTANDI® (enzolutomide)
O ERIVEDGE® (vismodegio) ONNLARO® (ixazomio)* OTARCEVA® (erlofinio HCI)* O ZELBORAF® (vernurafenio)
O GLEEVEC® (imafinib mesylate) 0O ODOMZO® (sonidegib) O TARGRETIN® Capsules (bexarotene) O ZOLNZA® (vorinostar)
OHYCAMTIN® Capsules (fopotecan)  OPOMALYST® (pomalidomide) O TASIGNA® (nilofinib) O ZYKADIAM (cerifinio)
O IBRANCE® (palbociclio) O PURIXAN® (mercopfopuring) O TEMODAR® Capsules (femozolomide) OZYTIGA® (abiraferone)*
O INLYTA® (oxitini) OREVUMID® (lenalidomide)* O THALOMID® (thalidomide) OOther:
*Currently may be unavailoble from Cedra Specialty. We will assist you and your doctor in obfaining this medication(s)
Rx1 Drug Name/Strength: Sig:
Quantity: Refills:
Rx2 Drug Name/Strength: Sig:
Quantity: Refills:
o3 O DEXAMETHASONE - OEXEMASTANE - OLETRO/OLE  OPREDNISONE Strength:
Sigr: Quantity: Refills:
Date Medication Needed: Deliver To: CdPatient Horme - LMD Office

Substitution Permissible

Prescriber Signature: (Please sign and date below.,)
Your signature authorizes Cedra Pharmacy fo act on your behalf to obtain prior authorization for the prescribed medications. We will also pursue available copay and financial assistance on behalf of your patients

Date

Dispense as writfen "DAW*

Date

IMPORTANT NOTICE: This fax is infended fo be delivered only fo the named addressee and confains confidential information that may be profected health information under federal and stafe laws. If you are nof the infended recipient,
do not disseminate, distribute, or copy this fox. Please notify the sender immediately if you have received this document in error and then destroy this document immediately. 158_OncologyRef100-02NY-B
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