6308 Benjamin Rd #709,

“ COMMUNITY SPECIALTY
e Tampa, FL 33634
L PHARMACY Phone: (727) 896-0001

Fax: (727) 896-0002

Biologic Therapy

Patient Information Prescriber + Shipping Information

Patient name: DOB:____ | Prescriber name:

Sex: OFemale[MaleSSN. __ Ethnicity: NPI:

Language: Wt: Okg Olbs Ht: OcmOin | Address:

Address: Apt/Suite: City: State: Zip:
Apt/Suite: City: State: Zip: Contact:

Phone: Alternate:

Caregiver name: Relation: i Al

Bin: PCN: Fax:

ID: Group #: Email:

Please fax a copy of front and back of the insurance card(s). If shipping to prescriber: [ First Fill [J Always [ Never

Comorbidities:

Concomitant Medications:

Allergies: CINKDA [ Other:

[ Xifaxan [ 200 mg mgpo [OBID [TIDfor____ days
[ 550 mg mgpo OBID OTIDfor____ days
[ Simponi [ Initial Dosing: 200 mg SC week 0 then 100mg SC week 2 [ Other:
[ Ongoing treatment: 100mg SC every 4 weeks [ Other:
OCimzia [ Lyophilized vial [ Pre-Filled Syringe
(200mg Vials for PFS) [ Initial Dosing: 400mg SC at 0, 2, 4 weeks (ongoing treatment below)
[ Ongoing treatment (after initial dosing): 400mg every 4 weeks
O Stelara [ 45mg PFS SC x1 followed by 45mg PFS SC in 4 weeks (For patients weighing < 100kg)

[ 90mg PFS SC x1 followed by 90mg PFS SC in 4 weeks (For patients weighing > 100kg)

Maintenance Dosing: [ 45mg PFS SC every 12 weeks
[0 90mg PFS SC every 12 weeks

[ 260mg [ 390mg [ 520mg followed by [ 90mg IV every 8 weeks

O Humira [ Initial Dosing: Chron’s/Ulcerative Colitis Starter Pack - six 40mg single dose pens
(Supplied as 40mg pens or as PFS) 160mg (four 40mg injections) SC x one dose (day 1) then 80mg SC x one two weeks
later (day 15)

O Ongoing treatment: C1Pen or C1PFS
40mg SC every other week (Start29 days after initial dosing)

[ Other:
[OJHumira Pediatric Initial dosing for children >/= 6 and >/= 40kg:
(Supplied as PFS) [0 4x40 mg inj SC on Day 1 then 2x40mg inj SC 2 weeks later on Day 15 (tray of 6)
[ 2x40 mg inj SC on Days 1 and 2 then 2x40mg inj SC 2 weeks later on Day 15 (tray
of 6)

Initial dosing for children >/= 6 and weighing 17kg to < 40kg:
[ 2x40 mg inj SC on Day 1 then 1x40mg inj SC 2 weeks later on Day 15 (tray of 3)

Maintenance: [0 40mg SC every other week [ 20mg SC every other week

[JRelistor [ 150mgtab [ 8mg/0.4ml Sol'n forInj [ 12mg/0.6ml Sol'n for Inj
Sig:

[ Other

Information Needed to Obtain Prior Authorization

Primary Diagnosis: [ICD-10 [] Other:

Weight: pounds Allergies:

Failed Therapies: Please provide current list of medications:

**For the form (tablets or capsules), unless otherwise specified, pharmacy preference/availiability (or insurance preference) will be dispensed.

Per state-specific law, prescriptions will be dispensed as generic, if applicable, unless notated otherwise:

Prescriber’s Signature: Date:

| authorize Community Specialty Pharmacy and its representatives to act as an agent to initiate and execute the insurance prior authorization and appeal process for this prescription and any
future fills of the same prescription for the patient listed above. | understand that | can revoke this designation at any time by providing written notice to Community Specialty Pharmacy.

Confidentiality Statement: This message is intended only for the individual or entity to which it is addressed. It may contain information which may be proprietary and confidential. It may also contain privileged, confidential information which is
exempt from disclosure underapplicable laws, including the Health Insurance Portability and Accountability Act (HIPAA). If you are not the intended recipient, please note that you are strictly prohibited from disseminating or distributing this
information (other than to the intended recipient) or copying thisinformation. If you received this communication in error, please nofify the sender immediately by calling 844.277.4276 or by emailing info@comsprx.com is to obtain
instructions as to the proper destruction of the transmitted material. Thank you.



