CROHN'’S
DISEASE/GASTRO FAX: 888.889.7129

TOLL FREE: 844.233.7279
CEDRA REFERRAL FORM CEDRASPECIALTY.COM
PATIENT INFORMATION

Pafient Name: DOB: Preferred Phone:

SN Llanguage: D Englisn  CIOther

Address: Sex OMale Oremale Height: Weight. Ops O kg
City: State: 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: 7ip: Key Contact: Phone: Fax:

STATUS UPDATE PREFERENCE: (dphone Otext Orox Tl E-mail

DIAGNOSIS/CLINICAL INFORMATION

ICD-10 Coade:

History: Has the patient been freafed previously for this condition”? Oves ONo
CInsaDs Duratfion O sulfasolozine Duration O Corticosteroid Duration
CIvirx Duration C5A5A (5-Aminosalicylates ) Duration Oewvp (&-Mercaptopurine) Duration
O Biologics Duration O Azathioprine Duration O other Duration

Is the patient currently on any therapy? CYes CINo  List Meds:

Wil patfient stop faking meds before starting the new med? Cves ONo

How long will the patient wait before starfing the new med?

Ofhermeds patient is on’?

What type of TB test did patient receive. IPDD CIQF-G Results:

Gallbladder removal?* Cves ONo Hepatic impairment?* Oves ONo Child-Pugh class:*
*Pertains only fo VIBERZI™ prescriptions

PRESCRIPTION INFORMATION

MEDICATION DOSE/STRENGTH SIG Qary. REFILLS
O storter kit Inject 400 mg SC at weeks 0, 2and 4

® 4-week suppl
D COIMZA Dl200¢Prefied Syinge Inject 400 mg SC once every 4 weeks s
Oorcp® 0200 mg Totets O one 200 mgtaolet orally twice daily for 10 days with or without food 10-dlay supply
D DONNATAL DTQD\@TS Oone orOtwo tablets D inree or our times daily as directed by physician |:| 180ct
DAW Oooct
O Loading Dose: Infuse 300 mg IV over 30 minutes at week 0, week 2 and week 6
® ,
D ENTYVIO Dsoo mg Vil Mainfenance: Infuse 300 mg IV over 30 minutes every 8 weeks.
D Crors Sorier ki Oinject160mg Orour40mgscdoy10rR ClTwo 40mg SC doys 18& 21hen Week 2 inject 80mg
D o (Two 40 mg injections) SC onday 16
HUMIRA O mgPen Oweek 4+ Inject 40 mg SC every other week.
O mg Prefiled Syringe
Orevicapee (. O Crohn's Disease: 5 mg/kg ar0, 2 ond b weeks, then every 8 weeks
W 9 Ouiceraiive Colits: 5 mg/kg at 0, 2ond 6 weeks, then every 8 weeks
0100 mg Smartect® O nject 200 mg SC atweek 0, then 100mg afweek 2, then 100 dweck
® g SmartJect nject 200mg SC af week 0, then 100 mg of week 2, then 100 mg every 4 weeks Aweek |
D SIMPONI Ooo mg Prefiled Syringe O Inject 100 mg SC every 4 weeks weeksuppY

O ciohns disease recommended infial adultintravenous dosage: Asingle infravenous infusion
545 mg/05 mL Single-dose Areflled Syringe Using weightbased dosing: Up fo 55 kg- 260 mg (2idls). > 55 kg 10 85 kg -390mg (3vicis)
D ® 90 mg/mL Single-dose Prefiled Syringe Aweeck suopl
STELARA 0145 mg/05 i Single-dose Vil >85kg-520mg (@ vials). week supply
130 ma/26 miL Single-dose Vidl Crohn's disease recommended mainfenonce adulf subcutoneous dosage: A subcufaneous
9 9 90 mg dose 8 weeks affer the inifial infravenous dose, then every 8 weeks thereatfier.

Ovperzmv H ;g%%%gggg Oioke 1 1ablet twice daily with food. Aoweek supply
2000 Taoets O raveler's Diarhea: One 200 mg fablef 3 fimes a day for 3 days.
Oxraxane Csa0 mg Tablts Hepatic Encephalopatny: One 550 mg tablet 2 times a day.
9 IBS-D: One 550 mg tablet 3 fimes a day for 14 days.
Date Medication Needed: Deiver To: O patient Home  CIMD Office

Prescriber Signature: (Please sign and datfe 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.

Substitution Permissible Date Dispense as written "DAW” Date
IMPORTANTNOTICE: 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 statfe laws. If you are nof the intended 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. 267_CrohnsRef100-1TNY-B

WM SUBMITFORM W CLEAR FORM


http://www.cedraspecialty.com
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