
GREATERGREATERGREATERGREATER PLACERPLACERPLACERPLACER SPECIALTYSPECIALTYSPECIALTYSPECIALTY PHARMACYPHARMACYPHARMACYPHARMACY
3133 PROFESSIONAL DRIVE #17 AUBURN, CA 95603

PHONE: 530-885-8582 │ FAX: 530-885-8593 OR 888-696-6055 │ WWW.GPRX1.COM

Date:Date:Date:Date: ________________________________________ MULTIPLEMULTIPLEMULTIPLEMULTIPLE SCLEROSISSCLEROSISSCLEROSISSCLEROSIS PRESCRIPTIONPRESCRIPTIONPRESCRIPTIONPRESCRIPTION FORMFORMFORMFORM
PATIENTPATIENTPATIENTPATIENT INFORMATIONINFORMATIONINFORMATIONINFORMATION

� Male � Female
Patient Name: _________________________________________________________ Date of Birth: ______________________
Address: ______________________________________________________________ SSN: ______________________________
City, State,Zip: _________________________________________________________ Phone: ________________________

Need by Date: __________________

Ship to: � Patient Home
� Other: _______________

PRESCRIBERPRESCRIBERPRESCRIBERPRESCRIBER INFORMATIONINFORMATIONINFORMATIONINFORMATION

Prescriber Name: _________________________________________________ DEA: ___________________________________ NPI: ______________________________
Address: ________________________________________________________ Phone: _________________________________ Fax: _______________________________
City, State, Zip: ___________________________________________________ Contact Person: __________________________

DIAGNOSIS/DIAGNOSIS/DIAGNOSIS/DIAGNOSIS/ CLINICALCLINICALCLINICALCLINICAL INFORMATIONINFORMATIONINFORMATIONINFORMATION

ICD-9 Code: � 340 Multiple Sclerosis � Remitting-relapse� Secondary progressive with relapse� Progressing-relapse � Other: __________________
Date of Diagnosis/ Years with disease: ___________ Try and Fail medications: ________________________________________ Patient will stop�Yes � No D/C date: ______
Last MRI date: ___________ Any MRI change? �Yes �No Is patient pregnant? � Yes �No � N/A �Serum Creatinine: ______ � Creatinine Clearance: ___________

PRESCRIPTIONPRESCRIPTIONPRESCRIPTIONPRESCRIPTION INFORMATIONINFORMATIONINFORMATIONINFORMATION
�INITIALINITIALINITIALINITIAL PRESCRITIONPRESCRITIONPRESCRITIONPRESCRITION �PREVIOUSLYPREVIOUSLYPREVIOUSLYPREVIOUSLY DISPENSEDDISPENSEDDISPENSEDDISPENSED MEDICATIONSMEDICATIONSMEDICATIONSMEDICATIONS

MEDICATIONMEDICATIONMEDICATIONMEDICATION STRENGTHSTRENGTHSTRENGTHSTRENGTH DIRECTIONDIRECTIONDIRECTIONDIRECTION QTYQTYQTYQTY REFILLSREFILLSREFILLSREFILLS

� Avonex®
�30mcg PFS #4
�30mcg Pen #4

� Inject 30mcg IM once weekly 4wk

� Betaseron®
� Extavia® � 0.3mg vial

� Initial Dose: Inject 0.0625mg SQ every other day,
increase dose by 0.0625mg every 2 weeks

�Maintenance: Inject 0.25mg SQ every other day
� Other:

4wk

� Copaxone® � 20mg PFS � Inject 20mg SQ once daily 4wk
� Gilenya® � 0.5mg � Take 0.5mg by mouth once daily 4wk

� Rebif®
� Titration pack (8.8mcg/22mcg)
� 22mcg PFS ( Prefill Syring)
� 44mcg PFS

� Titration dose to 22 mcg: Inject 4.4mcg SQ three times weekly for 2 weeks,
followed by 11mcg SQ three times weekly for 2 weeks
� Titration dose to 44 mcg: Inject 8.8mcg SQ three times weekly for 2 weeks,
followed by 22mcg SQ three times weekly for 2 weeks
�Maintenance 22mcg: Inject 22mcg SQ three times weekly
�Maintenance 44mcg: Inject 44mcg SQ three times weekly

4wk

� Other medication:

NOTES:NOTES:NOTES:NOTES:

By signing below, the prescriber gives consent to both, the prescription(s) above, as well as to Greater Placer Pharmacy to act as the prescriber's agent to begin and execute the
prior authorization process and to help the patient apply to co-pay assistance programs, including all foundations and manufacturer assistance programs if necessary.

PrescriberPrescriberPrescriberPrescriber Signature:Signature:Signature:Signature: ________________________________________________________________________________________________________________________________________________________________________________________________________________ Date:Date:Date:Date: ____________________________________________________________________________________________________________________________________�DoDoDoDo notnotnotnot substitutesubstitutesubstitutesubstitute

PatientPatientPatientPatient SupportSupportSupportSupport Programs:Programs:Programs:Programs:
By signing below, I authorize Greater Placer Pharmacy to help me enroll in any or all patient co-pay assistance programs, including all foundations and manufacturer assistance
programs. I authorize any communications among my providers, the pharmacy and the manufacturers regarding my health conditions and medications prescriptions in order to
help coordinate the delivery of products and services through the various co-pay assistance programs. I understand that I may refuse to sign this form without affecting my
ability to obtain treatment from the pharmacy. However, my refusal will not allow me to be enrolled in any co-pay assistance programs. If agreed, this signed authorization form
(or a copy of this form) will be utilized as the original signed application for any and all possible foundations that may participate in the co-pay assistance programs, and it may
serve such purpose.

PatientPatientPatientPatient Signature:Signature:Signature:Signature: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________ Date:Date:Date:Date: ________________________________________________________________________________________________________________________________________
ImportantImportantImportantImportant Notice:Notice:Notice:Notice: This fax is intended to be delivered only to the named addressee and contains confidential information that is protected under
federal and state laws. If you are not the intended recipient, please notify the sender and destroy this document immediately.

http://www.gprx1.com/

