
Patient Information Physician  Information 

Patient Name:      Physician Name:      

DOB:                               Sex:   M   F   Lic#        NPI:      

Address:      Address:      

City/State/Zip      City/state/zip:      

Phone:      Phone                      Fax:      

Alt Phone:           Office Contact :                                 ext: 

 

Insurance Information:  

Primary Insurance:      Secondary Insurance:       

Subscriber:       Subscriber:       

ID#:       ID#:       

Group Policy:       Group Policy:       

Phone:       Phone:       

Employer:       Employer:       

 

Prescription:      DOSE/Directions: 

 

  Stelara® (ustekinumab) 

 

 
45 mg/0.5 mL in a single-use pre-filled syringe  

 90 mg/1 mL in a single-use pre-filled syringe  

45 mg/0.5 mL in a single-use vial  

90 mg/1 mL in a single-use vial  

 

Sig: _______    _______________________refill 

 Enbrel® (etanercept) 
ENBREL 50-mg/mL SureClick 

 ENBREL 50-mg/mL prefilled syringe 

 ENBREL 25-mg multiuse vial 

 ENBREL 25-mg/0.5-mL prefilled syringe 

Sig:                  __________mg  q _______days _______refills 

amevive® (alefacept)  

15mg vial 

 Humira® (adalimumab) 40 mg/0.8 mL in a single-use prefilled pen (HUMIRA Pen) 

40 mg/0.8 mL in a single-use prefilled glass syringe  

20 mg/0.4 mL in a single-use prefilled glass syringe  

Sig: _______ q _____weeks _____refills 

 Remicade® (infliximab)  Introduction dose __________mg/kg ______mg IV q ________weeks 

 Maintainance Dose  ______mg/kg ____mg IV q ___ weeks 

 SimponiTM (golimumab)  SIG: __________mg/__________ml q __________weeks 

 Smartject   Prefilled Syringe 

(write in additional RX)       

            

 

Dermatology Referral 

Advanced Pharmacy  

& Respiratory Care  

                   Solutions   

  

“Personalized Specialty Healthcare”

 26611 Cabot Rd.  

  Laguna Hills, CA 92653    

Diagnosis/Statement of Medical Necessity: (please include all relevant  

Documentation when faxing) 

 

 

Signature: ___________________________                             Date: ______________________                       

 

Fax to 949-582-6111 
 

 

http://0.r.msn.com/?ld=4vIDc_2C1fILYsIZvkkuxVlRoHVRF0YjaHcJpiVyMVC9Hd2Ge6FdSgObbzLHuNFZCfB7HHE9h_tlKwr4UiTupFmsjE_bN0RSlxxqwT0UaiXr8cgRvY84CykNY0mvgaSSrP9L1gdaLcgP9YMmIWguXbfXXML5_9MOARtS47C-KjTk6jURzN-9aU_ygcTtnfufglJClKL2Q3v60CX4IEaVhjA-reoYgdNXf5BEafJsQIpJjDoEaI7-kkcqIW-imWAdFrsIJKZ2r6aSE8vokjXA5g7WPe1AMlUs8Pg9EZ78um9CEUU62a0EibItCvAbezQ-yzXKrVhciTi4Xj5ykzLVYgo-K-c5srSH1UEyv3mJ2BBQBsA0E-85RFM-ZaH4mZ7Z4Lg8RCTvyq3-o2fETGqNV9uer3fFEQJmNzPcoXEq7mpxoVun_qYS4mP87NScspFMHYRoYItxbKlEpd
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