		                 Crohn’s Disease Enrollment Form[image: C:\Users\SP1\Desktop\Drugco Health Letterhead and Logos\DrugcoHealth.jpg]

Statement of Medical Necessity
Please complete this form (PRINT) in its entirety and fax it to the number blow.
Be sure to enclose any necessary documentation, labs, insurance cards, etc.
PATIENT DEMOGRAPHICS
Last Name				First Name			Middle Initial                                   	□ Male  □ Female

Address					Apt#				City			State		ZIP		                                

Home Telephone				Work Telephone			Cell Phone		E-mail				

Date of Birth				Social Security Number		         WEIGHT                            Allergies				
INSURANCE INFORMATION
Please include copies of the patient’s insurance/drug benefit cards (front and back) to expedite benefit clearance.
Primary Insurance Name				Policy Number				Group number				 

Policy Holder					Employer			Insurance Telephone #				   
PRESCRIBER INFORMATION
Prescriber Name					Clinic Name				Contact Name				

Prescriber Name					Address				City			ZIP			

Prescriber Name					Telephone			Fax			Email			

Prescriber Name					MD NPI#			DEA#			MD License#		

	Diagnosis (ICD-9 Code):


○ 555.0 Regional Enteritis or Crohn’s Disease of Small Intestine

○ 555.1 Regional Enteritis or Crohn’s Disease of Large Intestine

○ 555.9 Regional Enteritis or Crohn’s Disease NOS

○ Other: __________________________

· Date of Diagnosis: ___________________
	Patient Evaluation:


● Crohn’s Severity:    ○ Moderate   ○ Severe

● Enterocutaneous/Rectovaginal Fistulas?     ○ Yes   ○ No

● Has patient been diagnosed with Heart Failure?   ○ Yes   ○ No

● Has patient been diagnosed with lymphoma?   ○ Yes   ○ No

● Does patient have serious/active infection?   ○ Yes   ○ No
	
● Has TB test been performed?      ○ Yes   ○ No

     If Yes, Results: _____________     Comments: ________________________________________

● Is patient at risk for Hepatitis B infection?    ○ Yes   ○ No

    If Yes, has Hepatitis B been ruled out or treatment initiated?      ○ Yes   ○ No

● Does patient have a latex allergy?     ○ Yes   ○ No

● Patient weight: _____________ kg/lbs 
   
● Are there any contraindications to previous treatments?     ○ Yes   ○ No

   If yes, Drug: ________________________              Reason: __________________________________________

● Allergies:  __________________________    ● Concomitant Medications: ______________________________

		Injection Training/Home Health Coordination:


● Drugco Health to coordinate home health nursing visit as necessary.     ○  Yes    ○  No
     * Agency of choice:_______________________

● Injection training is not necessary.
   Date training occurred: __________________
   Reason:  ○ MD office trained patient[Type a quote from the document or the summary of an interesting point. You can position the text box anywhere in the document. Use the Drawing Tools tab to change the formatting of the pull quote text box.]

                 ○ Patient already independent
                 ○ Referred by MD office to alternate trainer
	

	Prior (Failed) Medications – Please Check and Fill in any that are Applicable

	MedicationPriPri

	Strength
	Duration of Treatment/Reason for D/C
	Medication
	Strength
	Duration of Treatment/Reason for D/C

	○ Biologics (list)
	
	
	○ Corticosteroids
	
	

	
	
	
	○ Methotrexate
	
	

	
	
	
	○ 6 – MP
	
	

	○ 5 – ASA
	
	
	○ Sulfasalazine
	
	

	○ Azathioprine
	
	
	○ Other: ______
	
	

	PRESCRIPTION INFORMATION (Please choose induction/maintenance doses if appropriate)

	MEDICATION
	STRENGTH
	DIRECTIONS
	QUANTITY
	REFILL

	○ Cimzia ®
	○ 200 mg/1 mL Prefilled Syringe
○ 200 mg vial
	○ Induction Dose: Inject subcutaneously 400 mg (2 vials) on day 1, and at weeks 2 and 4.
	3 kits (6 vials)
	

	
	
	○ Maintenance Dose: Inject subcutaneously 400 mg (2 vials) every 4 weeks.
	
	

	○ Humira ®
	○ Crohn’s Starter Package
	○ Induction Dose: Inject subcutaneously 160 mg (4 pens) on day 1, then 80 mg (2 pens) on day 15, then maintenance dosing.
	1 package
	

	
	○ 40 mg Self Injectable Pen
	○ Maintenance Dose: Inject subcutaneously 40 mg (one pen) every other week.
	
	

	
	○ 40 mg Prefilled Syringe
	○ Maintenance Dose: Inject subcutaneously 40 mg (one syringe) every other week.
	
	

	○ Remicade ®
	100 mg vial
	○ Induction Dose: IV at 5 mg/kg (Dose= _____ mg) at 0, 2, and 6 weeks.
○ Maintenance Dose: IV at 5 mg/kg (Dose= _____ mg) every 8 weeks.
○ Other: __________________________________________________
	____________
# of 100mg vials
	

	
	
____________________ mg/kg

	
	
	

	○ Tysabri ®
	Please complete a CD TOUCH/Tysabri enrollment form and indicate Drugco Health as your preferred pharmacy provider.
(Please contact TOUCH Prescribring Program with any questions: 1-800-456-2255)



Physician Signature_______________________________________________   Date___________________________________
			Substitution Allowed
Deliver Medication to:		□ Patient’s Home 		□ Physician’s office		□ Other __________________
[bookmark: _GoBack]		Fax completed form to (866) 601-8434      Thank you for using Drugco Health for all your specialty needs!!!
Important Notice: This communication contains information that is confidential and protected from disclosure.  If the reader of this message is not the intended recipient, employee or agent responsible for delivering the message to the intended recipient, you are hereby notified that any dissemination, distribution, or copying of this communication is strictly prohibited.  If you have received this communication in error, please reply to the sender that you have received the message in error and destroy this copy.
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