Dermatology Prior Authorization Form

'HONE: (888)544-1111 FAX:(424)777-0888 —

SHIPTG: [ Patent = [J Office - First Dose - [ Office - Ali Dosss I Other: :
Patient Name DoB 88#
Address City . Stafe Zin
Phone # it Phone #
Sex: DMale TFemsle Oother: Gender identity: OMale OFemale OTransgender Oother:

Diagnosis [ 140.0 Moderate to Severe Plaque Psariasis [ L40.50 Psoriatic Arthritis - [ L73.2 Hidradenitis Suppurativa - Hurie Stage
3 Other: DX Code:
Location: % BSA: l OHends [ Feet [IScalp Tiroin O Nails [ Othen
Allergies } Hepatitis Test Resuft eB!DPD Test Neaded? CVes O No Test Resuft
Patient Weight } Contraindicated Medication ; Reasom
inadequate Response: List Specific Names:

i O Cimzia T Gosentyx (I Cyclosporine  [J Enbrel ClHumira 10rencia I i Ol Rituxan O3 Simpomi [ Stelara 1 Soriatane
1 O Medication. Methotrexate Length of Treatment: Reason for Discontinuing:
; O Medication: PUVA/UVB Length of Treatment: Reason for Biscontinuing:
Y I Medication:  Topicals Length of Treatment: Reasen for Discontinuing:

PRESCRIPTION: O below (I seniseparately [J phoned in [Je-preseribed %

[ Cosentys® 3 150mg SensorReady Pen inject 15ﬂmg subcutansously at weeks 0, 1,2, 3, and 4, then every 4 weeks thereafter B
enty 1 300mg {150mg x 2) Pen Inject 300mg subcutaneously at weeks 0, 1, 2, 3, and 4, then every 4 waeks thereafter 4 Wesk Supply
€1 Prefilied Syringe inject 150mg subcutanaously avery 4 weeks 01 Inject 300mg 54 svary 4 wesks N
3 50mg Sureclick T ject 50my subcutaneously TWICE a week 72-26 hours apart
1 Enbre® 1 50mg Prefifled Syringe Inject 50mg subcutanecusly ONCE a wesk 4 Week Supply
0 25mg PFS or o Vials Inject 25mg subcutaneously TWICE week 72-95 hours apart
I Psoriasis Starter Kit Inject 2-40mg (80mg) on Day 1, then 40mg on Day 8, then 40my every other week Loading Doss
7 Humirs® 01 40mg Pen 3 Inject 40mg subcutaneously every OTHER week S
1 40mg Prefilled Syringe T Inject 40img subcutansously GNCE a wesk eek Supply
 [IHS Starter Kit 160myg givenas T Four 40myg SubQ day 1 0R 4 Week Suapt
CHumira®Hs 13 40mg Pan T3 Two 40mg Sub{ days 13 then Week 2 inject 80mg (Two 40mg infections) sucutaneousty on day 15 RERTY
[} zmng Prefilied Syringe 1 Day 29+ Inject fmmq subcmnermsly ONCE 2 week
o Starter Pack 03 Titrate: Take 1 tablet on day 1 then twice daily as dxrected OR date provided 1 Siarter Pack
{1 Otezla® o 30mg Tablels O Maintenanse: Take 1 tablet by mouth ONCE daily, 30
) o 3 Maintenance: Talw 1 tablet by mouth TWICE daily. 60
; 0 Bridge Rx: Taks 1 tablst by mouth TWIGE daily; di by 08P.¢ daily dose} &
7ia® &
= vOte._Ea Bridge RX  30mg Tabléis 03 Bridge Rx: Take 1 tablet by mouth QHCE daily; dispensed by OSP for patients with severe canal Impsiment) 2= 12
. . D3 50my Smartdect or OPFS  Inject 50mg subcutanecusly ONCE 2 MONTH as directed
Ly .
U] simponi 3 Aria Infuse. g at weeks 0 and 4, then every § weeks thereafier 4 WeelcSunply -
1 45mg Prefilied Syringe > Inject 45mg on day 0, then week 4, then every 12 wesks (Patisnts < 220ibs)
& alc
o Steiara 3 90my Prafilled Syrings - Inject 90mg on day 0, then week 4, then every 12 weeks (Patients > 220!bs) 4 Week Supply
i} Oiher 4 Veek Sugply

PREFERRED CONTACT METHOD: [IPhone [IFax [JEmail |

Prescriber Name Type: D%‘\EEIDO 0 Nurse Practitioner 01 Physician’s Assistant
(ffice Contact Supervising Prescriber g apicabis '

Phone # Fax# | | Emai

Address GCity Stale Zip

HPI DEA ‘

Statemant of medical necessity: 1 certify the prescribed therapy is medically necessary. | will be supervising the patient treatment accordingly and all
information is accurate to the best of my knowledge. | suthorized Mid-West Pharmacy as my designated agent on behaif of my patient to (1} Provide any
information on this form to the insurer of the abova name patient and to (2] forward the above prescription by fax orother mode of delivery to the pharmacy
chosen by the above neme patient.

Brescriber Signature . Date




