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This form should be completed by the physician and/or the physician’s staff.

Patient Information

SPECIALTY PHARMACY FORM

Contact Provider Customer Service for additional information.

The telephone number is located on the back of the member’s ID card.

Contract Group Social Security

Number ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ Number ‘ ‘ ‘ ‘ ‘ ‘ Number ‘ ‘ ‘ - ‘ ‘ ‘ - ‘ ‘ ‘ ‘ ‘
Last Name First Name Middle Initial
Cardholder’s Last Name First Name Middle Initial

Address

City State Zip County

Day Telephone Night Telephone E-mail

(+ Area Code) (+ Area Code)

Date of Birth Sex: |:| Male |:| Female Patient Weight: ks (on bs.

Allergies: D Yes D No

If yes, explain:

Physician Information

License Number

PMD Prescriber’s Hospital/Clinic Office Contact
Name

Address

City State Zip County

Office Telephone Fax Number E-mail
Prescriber’s Drug Enforcement

Administration (DEA) Number

Is Physician PMD: D Yes D No
Unique Provider Identification

Number (UPIN) ‘ ‘ ‘ ‘ ‘

Statement of Medical Necessity
Primary Diagnosis (ICD-9-CM Code Plus Description)*

Prescription Information

Drug Name

Dose

Quantity/
Day Supply

Legacy Number

Date of

Diagnosis

SIG/Directions

Refills

Ancillary Supplies As Needed for Infection

|:| Other Prescriber’s Notes:

D Enroll patient in manufacturer support program

D Dispense as written

D Substitution allowed

Ship to:

D Patient
|:| Doctor’s Office

*International Classification of Diseases — Ninth Revision (ICD-9)

| certify this information
is complete and correct to

the best of my knowledge.

Signature

Title

Date

(Rev. 05/2010)



