DERMATOLOGY FAX: 888.889.7129

REFERIRAL FORM TOLL FREE: 844.233.7279
C E D R A CEDRASPECIALTY.COM

PATIENT INFORMATION

Patient Name: DOB: Preferred Phone:

SONi#: Language: CdEnglisn Tl Other

Address: Sex OMale Ofemale  Height: Weight: Oos Owg
City: State: /ip: 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#: NPHE Tox ID#:
Address: Phone: E-mail:
City: State: Zip: Key Confact: Phone: Fax:

STATUS UPDATE PREFERENCE: (dPhone Otext Orox CIE-mail

DIAGNOSIS/CLINICAL INFORMATION

Diagnosis: ICD-10 Code: Date of Diagnosis: OR Years With Disease
Medical Assessment (Within Last 12 Months): Psoriasis Severity. [1Moderafe  [IModerate fo Severe [l Severe
Psoriasis Type: L Plaque O Other (please specify)
Atopic Dermatitis

Patient Fvaluation:

Hos patient been diagnosed with Lymphoma? Clves CINo Hos patient been diagnosed with Heart Failure?  [lves CINo
Which type of TB test has the patient received? LIPPD CQFT-G Results:

Has Hepdtitis B been ruled out or fregtment been initiated? Oves ONo  #NO, hos freatment been inticted? Clves CINo

Noes patient have a lafexallergy? Klves CINo Does patient have serious/active infection? _[Ives [INo
BSA % IGSA score Is patient's platelet count >52,000 cell/ul? Clves CINo

PRIOR (FAILED) MEDICATION: MEDICATION REASONS FOR DISCONTINUATION
OBIOLOGICS:
O ORAL MEDS:
O PUVA/ UVB:
O TOPICALS/OTHER:
PRESCRIPTION INFORMATION
MEDICATION DOSE/STRENGTH SIG Qry. REFILLS
O cosentye 07150 mg/mL Semsoreody Autoinjector (O Psorios}s Induction Dose: Inject TWO 1‘50 mg (300 mg) syrimge/oufoimjecfor SC ONCE weekly of weeks Othrough4

0150 mg/m Prefiled Syringe O Psoriasis Maintenance Dose (Beginning At Week 5): Inject TWO 150 mg (300 mg) syringe/autainjector SC every 4 Weeks
O pupixenT 0300 mg Single-dose Prefiled Syringe O nitiol dose of 600 mg (two 300 mg injections in different injection sites) followed by 300 mg given every other week.

050 mg/mL Sureclick Autoinjector O Psoriasis Induction Dose: Inject 50 mg SC TWICE a week (3-4 days apart) for 3 months, then mainfenance dosing
( [aNEREE 050 mg/mL Prefiled Syringe O Psoriasis Maintenance Dose: Inject 50 mg SC ONCE a week

025 mg/0.5 ml Prefiled Syringe I Oiher

O HS Induction Dose (option 1): Inject four 40 mg pen SC on day 1, then two 40 mg pen SC on day 15
OIHS Starfer Package O HS Induction Dose (option 2): Inject two 40 mg pen on day 1 and two 40 mg pen SC on day 2,

O Psoriosis Starter Package then two 40 mg pen/syringes SC on day 15
CdHuviRae 040 mg/08 mi Pen O HS Maintenance Dose (beginning on Day 29): Inject ONE 40 mg pen/syringe SC every week
040 mg/0.8 mL Preflled Syringe Plaque psoriasis: SC:
O nitial Inject 80 mg SC as a single dose
O Moaintenance: Inject 40 mg pen/syringe SC every other week beginning 1 week after initial dose
O HS Induction Dose: Inject two 80 mg pens SC on day 1, then one 80 mg pen on day 15,

OHS Starter Package O HS Induction Dose: Inject one 80 mg pen SC on day 1, one 80 mg pen SC on day 2, then one 80 mg pen onday 15.
O HumiRa® O Psoriasis Starter Package O HS Maintenance Dose: Inject one 40 mg pen/syringe SC once a week
Cittate free  [E40mg/0.4 mLPen Plaque psoriasis: SC
040 mg/0.4 mL Prefiled Syringe Oinifial: 80 mg as a single dose on day 1
O Maintenance: 40 mg every other week beginning 1 week after initial dose
Oorezse O Storter RX O Starter Pak -Use as directed
O30mg O ONE tablet TWICE dail
Orevicapee 01100 ma Vial O Psoriatic Arthritis Infuse 5 mg/kg at 0, 2 and 6 weeks, then every 8 weeks
Wi 9 O Plague Psoriasis Infuse 5 mg/kg at 0, 2 and 6 weeks, then every 8 weeks.
O Carfon of two 210 mg/1.5 ml : ‘ ‘ ‘
Osia single-dose prefiled syringes O inject ONE prefiled syringe (210mg) SC at weeks 0, 1 and 2, followed by ONE prefiled syringe (210 mg) every 2 weeks
E Starfer dose patients weighing <100 kg (220 Ios): 45 mg SC af week 0 and week 4.
) farfer dose patients weighing >100 kg (2201bs): 90 mg SC af week 0 and week 4
345 mg/05mLsyinge R : 10C
O steLarae 9 Vg O Maintenance dose patients weighing <100 kg (220 los): 45 mg SC every 12 weeks
[390 mg/mL syringe E Maintenance dose patients weighing >100 kg (220 Ibs): 90 mg SC every 12 weeks
Other
H
‘ - O Starter dose: Inject 160 mg (TWO 80 mg injections) SC at week 0, then 80 mg every 2 weeks until week 12
Oraoze E 28 mgfgt gg”gg ?;ngéedor O Maintenance dose (affer 12 weeks of therapy): Inject 80 mg SC every 4 weeks
O Other:
O ReMFYA 0100 mg/mL Syringe Olnject 100 mg (ONE syringe) SC at Week 0, Week 4 and every 8 weeks thereatter
O
Date Medication Needed: Deliver To: [ Patient Home  CIMD Office

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

Substitution Permissible Date Dispense as written "DAW” Date
IMPORTANT NOTICE: This fax is infended 1o be delivered only to the named addressee and contains confidential information that may be profected health information under federal and state laws. If you are not the intended recipient,
do not disseminate, distribute, or copy this fax. Please notify the sender immediately if you have received this document in error and then destroy this document immediately. 399_DermRef100-15NY-B

SUBMIT FORM CLEAR FORM
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