	                             Multiple Sclerosis Specialty Medication	                                                                       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		                                   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				Specialty						

Address					Suite#			City		State		ZIP				

Contact Name				Telephone				Ext./Direct Telephone		Fax			

Email Address				MD NPI#				DEA#				MD License#		
CLINICAL INFORMATION
Patient Evaluation:											Diagnosis:
Has patient been treated previously for this condition?	○ Yes	○ No					○ Multiple Sclerosis 340
	Medications failed:____________________________________________				○ Other_________________________
Is patient currently on therapy?	○ Yes	○ No
	Type/medication(s):___________________________________________				Medical Assessment
Will patient stop taking the above medication(s) before starting the new medication?	○ Yes	○ No		Type of MS:
	If yes, how long should the patient wait before starting the new medication?_________________		○ Primary Progressive
												○ Secondary Progressive
Other Current Medications:_______________________________________________________________		○ Relapsing – Remitting
												○ Other:_________________________
Please select medication and directions by checking the circles in the table below.  Indicate # of refills and QTY accordingly:			
	Medication
	Strength
	Directions
	Refills
	Quantity

	○ Avonex® Vials
○ Avonex Prefilled Syringes
	30 mcg
	○ IM Weekly
○ Alternate Dosing:_______________________
	
	○
90 Day Supply

	○ Betaseron
	0.25 mg (1ml)
	○ SQ every other day
○ Alternate Dosing:_______________________
	
	

	○ Extavia
	
	
	
	

	○ Copaxone
	20 mg
	○ SQ every day
○ Alternate Dosing:_______________________
	
	

	○ Rebif Starter Pack
	22 mcg Titration Schedule
○ Week 1-2: 4.4 mcg (0.1ml) SQ TIW
○ Week 3-4: 11 mcg (0.25ml) SQ TIW
○ Week 5+:  22 mcg (0.5ml) SQ TIW
	44 mcg Titration Schedule
○ Week 1-2: 8.8 mcg (0.1ml) SQ TIW
○ Week 3-4: 22 mcg (0.25ml) SQ TIW
○ Week 5+:  44 mcg (0.5ml) SQ TIW
	
	○
30 Day Supply

	○ Rebif
	○  22 mcg Maintenance
○  44 mcg Maintenance
	○ TIW (48 hours apart)
○ Alternate Dosing:___________________
	
	

	○ Gilenya
	0.5 mg
	○ Oral 0.5 mg daily
○ Alternate Dosing:___________________
	
	○
Other:______

	○ Ampyra
	10 mg
	○ Oral 10 mg Twice Daily
○ Alternate Dosing:___________________
	
	

	○ Other:
	
	
	
	



Physician Signature_______________________________________________   Date___________________________________
			Substitution Allowed

Deliver Medication to:		□ Patient’s Home 		□ Physician’s office		□ Other __________________

	By signing below, I authorize Drugco Health (“Drugco”) to: Collect my health condition and prescription information from my doctor, healthcare provider, health insurer or pharmacist in order to ensure its accuracy and completeness and to communicate to the patient support program of the pharmaceutical manufacturer (the “Program”); and contact my insurer, other potential funding sources, social workers, patient advocacy organizations, and patient assistance programs on my behalf to determine if I am eligible for assistance.  I hereby authorize my doctor, healthcare provider, health insurer or pharmacist to provide my health condition and prescription information to Drugco and to the Program.  I understand that I may revoke this authorization at anytime by sending a letter to Drugco at 107 Smith Church Rd., Roanoke Rapids, NC, 27870.  Patient’s Signature______________________________________________


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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